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Enriched Bread 
il 


Dietary Planning 


Becauss of its nutritional, dietetic, and 
physiologic values, enriched bread simpli- 
fies in many ways the organization of 
dietaries suited to the special require- 
ments of patients. 


FOR THE SURGICAL PATIENT... 


The first solid food after 
surgery is toasted en- 
riched bread, slightly 
buttered. This practice 
has become a tradition—almost a ritual— 
because of the very nature of toast. It is 
bland, easily digested, and yields little 
inert residue. Its golden, warm appear- 
ance is pleasing to the eye; its mild taste 
appeals to the palate. Its nutrient energy 
plays a role in the physiologic and 
psychologic re-awakening of metabolic 
processes depressed under the “‘nothing 
by mouth” conditions immediately fol- 
lowing surgery. With increasing tolerance 
for food it becomes an important com- 
ponent of the soft diet and later of the 
therapeutic diet.! Its valuable protein, B 
vitamins, iron, calcium and calories help 
the patient to regain nutritional efficiency. 


FOR THE CONVALESCENT ... 


Enriched bread figures 
prominently in the 
dietary regimen in con- 
valescence after acute 
infections, other serious 
illness, or trauma. 
Supplying 13 grams of high grade pro- 
tein per 514 ounces (estimated average 











daily consumption), enriched bread 
makes an important contribution to the 
daily protein need. Its protein, comprising 
flour, milk, and yeast proteins, functions 
in the healing of wounds and in the re- 
building of wasted tissues.” In addition, 
51% ounces of enriched bread supplies on 
the average 0.37 mg. of thiamine, 0.23 mg. 
of riboflavin, 3.4 mg. of niacin, 4.1 mg. of 
iron, 137 mg. of calcium, and 418 calories. 


Neen FOR THE CHRONICALLY ILL... 
f eA a In the formulation of 
palatable and nutritious 
 ——a< menus for the debili- 
'Y 2: _ tated, chronically ill, the 
advantages of enriched 
bread serve well. 


In anorexia, enriched bread or toast 
stimulates the appetite. It is easily 
masticated and readily digested, features 
particularly important for elderly pa- 
tients. Its favorable textural influence 
within the alimentary tract’® promotes 
good utilization of ingested foods. 








1. The Committee on Dietetics of the Mayo Clinic: Mayo 
Clinic Diet Manual, ed. 2, Philadelphia, W. B. Saunders 
Company, 1954. 


2. Sherman, H.C.: Chemistry of Food and Nutrition, ed. 8, 
New York, The Macmillan Co., 1952, pp. 212, 599. 


3. Sherman, H.C.: The Nutritional Improvement of Life, 
New York, Columbia University Press, 1950, p. 133. 


The Seal of Acceptance denotes that the 
nutritional statements made in this advertise- 
ment are acceptable to the Council on Foods 
and Nutrition of the American Medical 
Association. 





MICHIGAN BAKERS ASSOCIATION, INC. 


IN CO-OPERATION WITH 


THE AMERICAN BAKERS ASSOCIATION 
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Ulcer protection 


that 
lasts all night: 








,amine tablets 


Bromide 


REGISTERED TRADEMARK FOR THE UPJOHN BRAND OF METHSCOPOLAMINE 


Each tablet contains: 
Methscopolamine bromide 

2.5 mg. 
Average dosage (ulcer): 
One tablet one-half hour before 
meals, and 1 to 2 tablets at 
bedtime. 
Supplied: 
Bottles of 100 and 500 tablets. 
The Upjohn Company, Kalamazoo, Michigan 
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Say you saw it in the Journal of the Michigan State Medical Society 


This Business of Science Reporting 


By Allen Shoenfield 


Science Writer, The Detroit News 


Eprror’s Note: A few weeks ago, “The Detroit 
News” was presented with the MSMS Award for 
Excellence in Medical Reporting, with individual 
supporting awards going to two staff members. 
Here is an expert’s view of what goes into con- 
scientious medical reporting today. Below are 
biographies of the two individuals honored. 


With the appearance of science and medical 
reporters on newspaper staffs, during the last 
twenty years, there is observed a tendency to im- 
pute to such persons special qualifications, charac- 
teristics and techniques. 

This is open to question. But it is probable that, 
with time and opportunity, any able newspaper 
man may become a science writer. Few in the 
work today made collegiate preparation for it. 

The longer the reporter specializes in science 
news, the more likely he is to undergo a general 
reorientation. There is a changing scale of values 
and a shifting emphasis on the several phases of 
his work. 

He is less concerned with “news” in the usual 
sense, realizing that the great discoveries in the 
natural sciences are rarely new but are the work 


of many contributors, generally over a long period 
of time. He writes for a passing procession which 
looks to the newspaper for health information. He 
is aware that medical men can practice only as 
good medicine as their patients will accept and 
demand—and this is in proportion to the educa- 
tion they have acquired relative to scientific 
advances. 

This places a heavy responsibility on the medi- 
cal reporter. Among those who will read every 
word he has written are many who are ill and 
anxious and fearful. An inaccurate quotation, a 
misleading statement, an enthusiast’s promotion of 
some unproved drug or treatment will raise false 
hopes and result in bitter disappointment. In the 
end, both the newspaper and the medical profes- 
sion will be discredited. 

For many reasons, the science reporter’s assign- 
He must render the 
content of a highly technical paper or address in- 
telligible to the average reader. He must relate 
it to common life experience. His editors are 
pleased if he can infuse into it some warmth and 

(Continued on Page 528) 


ment is not an easy one. 





Merle Oliver 


MERLE OLIVER was graduated 
in electrical engineering and did 
postgraduate work in journalism, 
then served his internship at the 
Ann Arbor News. 

He was on the staff of the 
Associated Press and the late la- 
mented Philadelphia Record, and 
did public relations work for Carl 
Byoir & Associates in New York 
City and the University of Tampa 

(Florida) before joining The Detroit News in 1941. 

Oliver was night city editor of The News, 1943-45, 
then for the next four years engaged in the sub-specialty 
of one-man grand juries. In recent years, he claims to 
have striven to deserve the title of “poor man’s scholar” 
of The News staff, and says he has taken as his motto 
a quotation from Sir Francis Bacon: “If he read little, 
he need have great cunning to seem to know that which 
he doth not.” 

In Oliver’s own words, he “usually is one jump ahead 
of the sheriff” because he has “adopted as a hobby the 
raising of purebred Hereford cattle, a form of recreation 
for which millionaires are better adapted.” 
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Allen Shoenfield 


ALLEN SHOENFIELD, who used 
to shrink from the designation, 
“veteran reporter,” is now recon- 
ciled to it, having learned that the 
term is generally descriptive of any 
newspaperman who has held one 
job for longer than five years. It 
does not imply, necessarily, 4 
snowy thatch, a shuffling gait an 
an inability to remember where 
one puts one’s “specs.” 

Born in Louisville, Kentucky, Shoenfield “got through 
the elementary schools and Louisville Male High School 
without distinction,” carefully avoiding all science 
courses from a conviction that they were “too tough. 
His preparation for science and medical writing in later 
years was scarcely more thorough at the University 
Michigan, from which he was graduated with an AB. 
degree in 1918. _ 

Judicious selection of courses reported to be “PIP 
so, Shoenfield reports, permitted him to waste most © 
his days and all of his nights on the Michigan Daily 
and to become editor of The Gargoyle, campus humor 


(Continued on Page 528) 
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THIS BUSINESS OF SCIENCE REPORTING 


(Continued from Page 524) 
human interest. If he succeeds, he opens himself 
to the usual criticism of the medical man that he 
has emphasized the “sensational” or “romantic” or 
“emotional” aspects. He is inevitably blamed for 
the headline which he does not write. 


While the science reporter must proceed on the 
assumption that recent advances in every field, 
especially in medicine, are sufficiently dramatic to 
require no ornamentation by him—he must, never- 
theless, exercise his imagination to perceive a 
story where none is immediately apparent. He 


must see in the production of a mouse mutant, 
perhaps, new light on the genetics of human 
cancer. 

He must be open-minded and receptive, yet 
wary Of the scientist rushing prematurely to print 
in order to establish priority and of the exceed- 
ingly clever “public relations counselor’ for com- 
mercial enterprises promoting unproved drugs and 
appliances. 

He must read widely, especially in medical and 
technical publications. He should know something 
of the great landmarks of medicine, the develop- 
ment of the several specialties, their current prob- 
lems, their distant objectives. If he has no formal 
knowledge of the ‘basic sciences, he must acquire it. 
Few scientists, important enough to be interviewed, 
have time or patience to offer a course in funda- 
mentals as a preface to an account of their work. 

Most essential for the science reporter are the 
contacts he establishes, persons on whom he can 
rely for informed, off-the-record comment on con- 
troversial issues and personalities. He must win 
their confidence, speak their language. Accuracy 
must be his watchword. He must have books and 
other sources of instant reference. He must docu- 
ment all that he writes. 

And he is compelled, frequently, to write in 
haste to meet implacable deadlines—knowing all 
the while that his source will protest not having 
had the opportunity to check his copy. Some re- 
porters resent such suggestion as a form of cen- 
sorship, as impugning their competence, even as 
an abridgement of the freedom of the press! Those 
who take the long view will welcome a chance to 
submit copy to source when circumstances permit. 
This builds confidence and confidence makes for 
a closer working relationship between the press 
and the medical profession. 

This was shown when, for many years, The 
Detroit News published its “Health and Hygiene” 
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column under the aegis of the Michigan State 
Joint Committee on Public Health Education, 
A Detroit News medical reporter and members of 
the University of Michigan medical school staff 
collaborated on preparation of the column with 
The Detroit News bearing all costs and 
distributing the material without charge to other 
newspapers of the state. It was a unique experi- 
ment, described at length in The Journal of the 
American Medical Association. 

Editors of The Detroit News have not found it 
necessary to formulate a “philosophy” of science 
or medical reporting nor to give reporters special 
instructions in mechanics. 

It is notable that the National Association of 
Science Writers has never promulgated a Code of 
Ethics, although the organization repeatedly has 
been asked to do so. 

It is not easy to understand why such a Code 
is needed. The Canons of Journalism, as enun- 
ciated by the American Society of Newspaper 
Editors, with their emphasis on_ responsibility, 
decency, accuracy, fairness should cover this type 
of reporting, as it does all others. 





ALLEN SHOENFIELD 
(Continued from Page 524) 


magazine, in his senior year. This latter experience, he 
now feels, enabled him “to appreciate later, both the 
conscious and the unconscious humor of medical men.” 

Shoenfield joined the staff of The News immediately 
after graduation. He married in February, 1922, and 
the Shoenfields left for Germany where, for two years, 
he served as Berlin correspondent for The News. 

On his return to the Detroit staff, Shoenfield’s duties 
included reporting the annual meetings of the Michigan 
State Medical Society and the weekly assemblies of the 
Wayne County Medical Society in their old High Street 
quarters. This was a familiar but lonely assignment, he 
says, devoid of the stimulating challenge of competition. 

“Only one Detroit paper, now defunct, was interested 
in medicine—but only to the extent of trumpeting the 
claims of a Detroit medico that he had found a cancer 
cure at last,” Shoenfield recalls, “For the most part, any 
raid on a Hamtramck still in that early Prohibition era, 
took precedence over a surgical triumph.” 

Shoenfield remembers, too, that the period was char- 


‘ acterized by a coolness, even hostility, on the part of 


the medical profession toward the press and any contact 
which might savor of personal publicity seeking. Re- 
porters were barred from attending meetings of the 
House of Delegates. On occasion today, he confesses 
to a feeling of nostalgia in covering current medical 
meetings, because “so much has changed.” P 

In the fall of 1925, Shoenfield opened the University 
of Michigan Bureau of The News for the state editor. 
Since then, he has made Ann Arbor the base for his 
operations, roving far beyond the state’s boundaries to 
cover assignments. 

In 1934, he was one of twelve founding members of 
the National Association of Science Writers, which has 
done much to break down the old barriers and to con- 
vince scientists that reporiers could be responsible and 
trustworthy. 
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better and more rapidly 
absorbed and utilized, 
better tolerated... 


clinical evidence establishes 
(as shown in chart below) that 


aqueous vitamin A, as 
available in Aquasol A Capsules, 
provides... 


up to 300% greater absorption 
100% higher liver storage 
80% less loss through fecal excretion 


| 1 ‘ 1 as much aqueous 
only 2 ) 10 Bice wonccec 











aqueous vitamin A** ordinary oily vitamin A 
acne 25,000 to 50,000 units daily up to 500,000 units daily 
eczema 25,000 to 50,000 units daily 50,000 to 500,000 units daily 
chronic 
excessively 60,000 to 100,000 units daily 100,000 to 300,000 units daily 
dry skin 














**Aquasol A Capsules (aqueous natural vitamin A) was one of the products used in these studies. 


the treatment time is required 
for aqueous vitamin A 





aquasol A capsules 


three separate high potencies of natural vitamin A per capsule... 
Talay f=) ¢-1 ea-10) 10) 0) (-n ce) dane 


25,000 u.s.p.units 50,000 u.s.P.units 100,000 u.s.P. units 


| | | bottles of 100, 500 and 1000 capsules 




































You and Your Business 





HIGHLIGHTS OF THE EXECUTIVE 
COMMITTEE OF THE COUNCIL 


Meeting of March 11, 1955 


Thirty-four items were presented to the Execu- 
tive Committee of The Council at its Detroit 
meeting of March 11, 1955. Chief in importance 


were: 


*® 1955 Michigan Clinical Institute: Chairman 
Wm. Bromme reported the MCI attendance 
broke all records with a total of 2,980, includ- 
ing 1,786 doctors of medicine. A vote of thanks 
was extended to all who in any way contributed 
to the extraordinary success of this year’s 
Institute. 

Dr. Bromme also reported that the Residents- 
Interns Conference of March 9 was a splendid 
meeting and very worthwhile, with greater at- 
tendance and more participation in the meeting 
by the 151 residents, interns, and senior medical 
students present. A similar conference was au- 
thorized to be held in connection with the 1956 
MCI. 

In like manner, the Operating Room Nurse 
Conference of March 10-11 was reported as well 
attended and enthusiastically received. The 
Executive Committee of The Council author- 
ized co-operation with the ORN’s in their 1956 
Conference. 

* Committee Reports. The following committee 
reports were presented and given consideration: 
(a) Committee on Scientific Radio, meeting of 
February 24; (b) Mediation Committee, meet- 
ing of March 2; (c) Mental Health Committee, 
meeting of January 27. 


* William Bromme, M.D., Detroit, was appointed 
as MSMS representative to attend the Kentucky 
State Medical Association’s Officers Conference 
in Lexington, April 7. 

* The Council Chairman was authorized to set 
dates for meetings of the MSMS Executive 


Committee of The Council with similar execu-. 


tive committees of (a) the State Bar of Michi- 
gan, and (b) the Michigan Hospital Association. 


® The Past Presidents’ Club organizational meet- 
ing of March 10 was reported by L. W. Hull, 
M.D., Chairman. The Past Presidents’ Club is 
to be considered a special committee of The 
Council until The Council as a whole has op- 
portunity to consider making this group a per- 
manent committee of The Council. 


® President Robert H. Baker, M.D., Pontiac, was 
appointed as official representative of MSMS 
at the Ohio State Medical Association Annual 
Session, Cincinnati, April 19-22. 
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* H. Waldo Bird, M.D., Detroit, was appointed 
MSMS representative to the Committee on 
Psychiatric Nursing of the Michigan League for 
Nursing. 


® Schedule of Meetings for 1956 Annual Session 
of The Council and for the County Secretaries- 
Public Relations (three days) Seminar, January 
25-29, 1956, was presented and approved. 


°* V. George Chabut, M.D., Northville, was ap- 
pointed as MSMS representative to the Fifth 
National Conference on Physicians and Schools, 
Highland Park, Illinois, October 12-14; Goldie 
B. Corneliuson, M.D., Lansing, was appointed 
MSMS representative to the Joint Conference 


on Maternal Mortality Committees, Chicago, 
March 19-20. 


® Inside Michigan—March, 1955, Number — 
featured as its lead article the 1955 Michigan 
Clinical Institute, including cover; a vote of 
thanks was extended to Arthur A. Hagman, 
publisher, for this worthy story. 


* An “Industrial Medicine Number” of THE 
JOURNAL, as requested by the Michigan Indus 
trial Medical Association, was authorized, upon 
recommendation of Editor Wilfrid Haughey, 
M.D., Battle Creek. 


Matters of mutual interest were discussed with 
A. E. Heustis, M.D., Michigan Health Com- 


missioner. 


Resolution on the passing of Edith Cowles 
Haughey, wife of Editor Haughey, on March 11, 
was authorized to be drafted and forwarded to 
the family of Dr. Haughey. Mrs. Haughey was 
one of the pioneer founders of the Woman's 


Auxiliary to MSMS. 





ATOMIC PLANE 


The Chicago Tribune carried an article on January 
28, 1955, that the United States has made a marked 
advance in its race with Russia to develop intercon- 
tinental missiles and eventually will have atomic powered 
airplanes capable of indefinite flight. This information 
was reported by General Nathan F. Twining, Air Force 
Chief of Staff, in testimony before the House Armed 
Services Committee. He stated that although many dif- 
ferent engineering problems still have to be solved, 
American scientists have reached a point where they can 
predict a practical nuclear powered aircraft. “We have 
hopes that this will be a truly intercontinental weapon 
freeing us from the dependencies on overseas bases and 
supply systems,” Twining said. The development pro 
gram, he said, has been given a high priority. 
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name? 
price? 
availability? 


particulars? 





planned-to-practice x-ray units 


with “dial-the-part” automatio 
lie ar ee i 


new Anatomatic “Century II” 

well within reach of the modest budget 

soon 

call in your local Picker representative 
or send this | 





Picker X-Ray Corp., 25 So. Bway., White Plains, N. Y. 
Send me information about “Anatomatic” Century Il 
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Say you saw 


it in the Journal of the Michigan State Medical Society 





Heart 


L. Paul Ralph, M.D., of Grand Rapids was 
elected President of the Michigan Heart Associa- 
tion at its Sixth Annual Heart Day held in Detroit 
on Friday, March 11, 1955, in conjunction with 
the Michigan Clinical Institute. Dr. Ralph has 
been active in the Michigan Heart Association 
since its organization in 1949 and has served as a 
member of the Board of Trustees since that timé. 

Secretary of Defense Charles E. Wilson was re- 
elected Chairman of the Board of Trustees of the 
Association. Mr. Wilson was instrumental in the 
formation of the Association, and he has continued 
to have an active interest in its activities. 

Other Association officers elected on Heart Day 
were: President-Elect—E. A. Irvin, M.D., of 
Detroit; Vice Presidents — Mr. Frank N. Isbey 
Detroit; Mrs. Fred Miner, Flint; Carleton Dean, 
M.D., Lansing; Secretary—L. Fernald Foster, 
M.D., Bay City; Treasurer—Mr. Charles T. 
Fisher, Jr., Detroit. 

The following persons were elected to the Board 
of Trustees for a three-year term: J. William 
Hagerty, Detroit; George Jacoby, Detroit; Frank- 
lin D. Johnston, M.D., Ann Arbor; Cyrus H. 
King, Detroit; John D. Littig, M.D., Kalamazoo; 
Mrs. James McEvoy, Detroit; L. Paul Ralph, 
M.D., Grand Rapids; H. H. Riecker, M.D., Ann 
Arbor; Frank Van Schoick, M.D., Jackson; ‘Milton 
Shaw, M.D., Lansing; F. Janney Smith, M.D., 
Birmingham; Henry L. Smith, M.D., Detroit: 
C. E. Wilson, Bloomfield Hills; Mrs. Hugh Wilson, 
Ann Arbor. 

Members of the Board of Trustees who were 
elected to serve on the Association’s Executive 
Committee were: Paul S. Barker, M.D., Ann 
Arbor; M. S. Chambers, M.D., Flint; Warren B. 
Cooksey, M.D., Detroit; E. A. Irvin, M.D., Dear- 
born; Frank N. Isbey, Detroit; Carleton Dean, 
M.D., Lansing; Douglas Donald, M.D., Detroit; 
L. Fernald Foster, M.D., Bay City; Frank X. 
Martel, Detroit; Mrs. Fred Miner, Flint; George 
Jacoby, Detroit; Franklin D. Johnston, M.D., Ann 
Arbor; L. Paul Ralph, M.D., Grand Rapids; 
Frank Van Schoick, M.D., Jackson; F. Janney 
Smith, M.D., Birmingham; Henry L. Smith, M.D., 
Detroit; Donald Smith, M.D., Pontiac. 

The following Committee appointments were 
made by Dr. Ralph following his election: 

Research Committee—Donald Smith, M.D., 
Chairman, Pontiac; Douglas Donald, M.D., De- 
troit; John D. Littig, M.D., Kalamazoo; Franklin 
Johnston, M.D., Ann Arbor; Ralph A. Johnson, 
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Beats 


L. Paut Ratepn, M.D. E. A. Irvin, M.D. 
M.D., Detroit; Muir Clapper, 
J. W. Keyes, M.D., Detroit; 
M.D., Grand Rapids. 


Program Committee——Frank Van _ Schoick, 
M.D., Chairman, Jackson; Henry L. Smith, M_D., 
Detroit; Warren B. Cooksey, M.D., Detroit; 
Carleton Dean, M.D., Lansing; M. S. Chambers, 
M.D., Flint; Robert E. Fisher, M.D., Bay City; 
J. K. Altland, M.D., Lansing; Paul S. Barker, 
M.D., Ann Arbor; James H. Fyvie, M.D., Manis- 
tique; F. D. Dodrill, M.D., Detroit; Sibley W. 
Hoobler, M.D., Ann Arbor: Kathryn O’Connor, 
M.D., Detroit; Kathryn McMorrow, M.D., De- 
troit; Mrs. James McEvoy, Detroit; Sidney Cha- 
pin, M.D., Dearborn; B. I. Johnstone, M.D., De- 
troit; Leon DeVel, M.D. (Ex Officio), Grand 
Rapids. 

Finance Committee—Mr. Frank N. _Isbey, 
Chairman, Detroit; Mr. Charles T. Fisher, De- 


troit; Mr. J. William Hagerty, Detroit; Mr. Cyrus 
King, Detroit. 


M.D., Detroit; 
R. A. Rasmussen, 


Memorial Contributions Committee. — Mr. 
George Jacoby, Chairman, Detroit; Mr. Frank N. 
Isbey, Detroit; Warren B. Cooksey, M.D., Detroit; 
Mrs. Fred Miner, Flint; Mrs. Hugh Wilson, Ann 
Arbor; Sidney Chapin, M.D., Dearborn; Mrs. 
James McEvoy, Detroit. 


Membership Committee—M. S. Chambers, 
M.D., Chairman, Flint; William P. Chester, M.D.. 
Detroit: Seymore K. Wilhelm, M.D., Detroit; 
S. C. Wiersma, M._D., Muskegon ; H. S. Heersma, 
M.D., Kalamazoo; Mrs. Hugh Wilson, Ann Arbor. 


Cienitiiiion on Cardiovascular Clinics.—Milton 
Shaw, M.D., Lansing; F. D. Dodrill, M.D., De- 
troit; B. I. Johnstone, M.D., Detroit. 

Frank Van Schoick, M.D. Chairman of the 
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Ulcer protection 
that 
lasts all night: 





Pamine tablets 


Bromide REGISTERED TRADEMARK FOR THE UPJOHN BRAND OF METHSCOPOLAMINE 


Each tablet contains: 
Methscopolamine bromide 

2.5 mg. 
Average dosage (ulcer): 
One tablet one-half hour before 
meals, and 1 to 2 tablets at 
bedtime. 
Supplied: 
Bottles of 100 and 500 tablets. 
The Upjohn Company, Kalamazoo, Michigan 
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This session of Congress probably is more than 
half over. On health legislation, two things are 
becoming apparent. First, Congress is not attach- 
ing much urgency to some of the early-blooming 
issues that were so prominent in January and 
February. For example, it has been in no hurry 
to take up such subjects as reinsurance for health 
plans, guarantees of mortgage loans for health 
facilities, expanded care for military dependents, 
or health insurance for government employes. 
Action may yet come in a rush, and some of these 
bills may be passed, but not all. The second fact 
is that Congress this year does seem willing, if 
not anxious, to take some action on mental health. 

One explanation of the slow pace of most health 
bills may lie in the fact that this is only the first 
session, and that bills not passed this year may be 
enacted next year, an election year. At any rate, 
unless a bill is definitely voted down, it remains 
alive until the 84th Congress adjourns in 1956. 

At the top of the list of favored mental health 
bills are identical measures by Chairman Priest 
of the House Interstate and Foreign. Commerce 
Committee and Chairman Hill of the Senate 
Labor and Public Welfare Committee. These 
bills, which were not initiated by the Eisenhower 
administration, provide $1,250,000 in grants for a 
three-year survey by non-governmental profes- 
sional groups of all phases of mental health. 
Presumably the survey would be conducted by a 
Joint Commission on Mental Health, formed by 
the AMA Council on Mental Health and the 
American Psychiatric Association, with a number 
of other groups participating. 

Considered by these committees at the same 
time was the administration’s proposal for a three- 
year program of outright grants to states for new 
and existing mental health programs with Con- 
gress deciding on the money. needed. 

The survey bill was reported favorably by the 
House Committee within 10 days after hearings 
were completed. The grants proposal was held up 
with the explanation that it properly should be 
considered with legislation not then before the 
committee. 


The Priest committee then turned its attention 
to fields other than health; it also has jurisdiction 
over legislation on railroads, aviation, communica- 
tions and federal power. Senator Hill’s committee 
continued on health bills, next taking up his and 
Senator Bridges’ bill for a three-year, $90 million 
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AMA Washington Letter 


THE MONTH IN WASHINGTON 


grant program for construction of non-federal 
laboratory facilities for research in a wide range 
of chronic diseases. 


The measure failed to get AMA support, the 
Board of Trustees deciding it was too broad and 
loosely written. Dr. George F. Lull, AMA 
secretary-general manager, pointed out to the 
committee that the bill gives no voice to the states 
and local communities in development of a 
planned and integrated system of laboratory and 
other research facilities. 

Prior to final Appropriations Committee action 
on next fiscal year’s budget for the Federal Civil 
Defense Administration, the AMA urged favor- 
able consideration of the agency’s request for 
medical supplies and equipment. Dr. Lull made 
the point that it was futile to plan for the medical 
phase of civil defense unless the profession has 
the supplies to work with. He warned of the 
medical problems that would arise from an enemy 
attack, including radioactive fallout. The House 
proceeded to approve a $30 million appropriation 
for stockpiling of supplies and equipment, $5.3 
million less than the administration asked. How- 
ever, the committee pointed out that FCDA has 
millions of dollars in unexpended balances. 


This same appropriations bill carries approxi- 
mately $750 million for the Veterans Administra- 
tion medical budget for the next fiscal year. The 
measure contained one surprise: an unexpected 
$16,885,000 increase for a start on remodeling 
certain VA hospitals. The VA originally asked 
the Budget Bureau to approve $20 million for this 
purpose, the Bureau pared it down to $13,815,000 
but the House raised it to $30 million. 


Another bill that moved through the House 
with a minimum of controversy was one re-estab- 
lishing the authority of the Secretary of Health, 
Education, and Welfare to channel surplus 
government property to health and educational 
institutions at no cost. 





Nodular goiter may be considered a premalignant le- 
sion and should be extirpated at an early date, regardless 
of the lack of symptoms or signs. 


* * * 


In adenocarcinoma, total thyroidectomy is the treat- 
ment of choice, if it is possible, and subsequently block 
dissection when glands are found clinically involved. 
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Geriatrics and the Aging 
Personality 


By C, Howard Ross, M.D. 
Ann Arbor, Michigan 


There was an old geezer from Ringeau 
Who won three fortunes at bingo. 
He had friends by the thousand 
And plans by the Townsend 
And a bride at one hundred, by jingo! 


[F we require a text for this sermon, there are 
links in that jingle for many a thought. 


Our Washtenaw County Medical Society, deal- 
ing with geriatrics, is integrated with the current 
conference on gerontology, sponsored by the Uni- 
versity of Michigan and the Michigan State 
Medical Society. It is my duty to introduce to 
you the elder citizen with his waverings, his prob- 
lems, his variations, his types. 


Twenty years ago it was my pleasure to present 
a paper on geriatrics before the Journal Club of 
the University of Michigan Department of Internal 
Medicine. Many of the younger men in attend- 
ance, barely knew the term, “geriatrics,” and 
observed my words in a state of surprise, as though 
I spoke as a hierophant. Today, our residents 
rattle off terms like “compensated edentulism” 
without so much as batting an eye. Incidentally, 
I have seen the elderly gums bite into hard apples 
successfully; and of course, the old reference of 
chomping into lobster claws with the bare gums 
is still being kept alive. 

While we deal with late senescence, do not 


tienen: 


Presented at a meeting of the Washtenaw County 
Medical Society held in conjunction with the Con- 


ference on Gerontology, Ann Arbor, Michigan, January 
13-15, 1955, 


May, 1955 





forget the miserable plight of the sperm’s tail 
following conception. There is nothing but a void 
of disaster for the little propelling wriggler. 

As our 14,000,000 oldsters are squeezed through 
the circus hoop of life, their many ills are on one 
side of the ledger, but their frequent complaints 
are on the other side. The teeth, the gut, the 
heart, the bladder, the joints—all are in daily dis- 
cussion. 


A professor friend relates to me the problem 
of his household, rotating about the gut of his 
father. The entire family is jellied and jockeyed 
into position. Nothing is accomplished in this 
household until father has enjoyed his morning 
bowel movement. Then the second and third 
generations quit wringing their plural hands and 
go about their day’s business. 


If you recall, Shakespeare promotes the mewling 
and ‘puking infant into the later years of the lean 
and slippered pantaloon. . 


In dealing with the causes of death, opposed 
to the urges for living, retirement should become 
an opportunity for life versus a hazard towards 
the grave. 


Some scientific wag has stated that the treat- 
ment of the elderly becomes the yardstick of a 
civilization. The colder the climate, the more 
haughty an attitude develops. The warmer the 
climate, the kindliness towards the aged kindles. 
There is no graph to picture human emotion, 
except possibly the sine curve: 


OT ™ 


By and large, the curve of health follows the 
curve of morale. An oldster was known to have 
inquired: “What is the altitude of your attitude, 
bud?” 

The hope of many an elderly man is to grow 
old with honor, and to die without pain. In fact, 
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I have preached this type of slogan,to the ancient 
worriers. 


In my personal upbringing, oné ferocious grand- 
mother taught me the thrills of English history. 
At the age of nine, I became an amateur his- 
torian. The submissive grandmother, on the other 
side of the house, acquainted us with Mother 
Goose and popcorn balls, and taught us to knit 
through a spool. I am thus the product of applied 
gerontology. I hasten to add that my parents 
produced me before they reached the age of 
geriatrics, although parenthetically, just barely be- 
fore that event. 


Dr. Hugh Cabot was wont to harangue his 
medical students regularly, regarding the care of 
the aged, and he frequently quoted reference to 
the eleventh commandment. I finally bit on this 
piéce de résistance, and asked him the leading 
question. He roared back at me: “Thou shalt 
make thy patient no worse, by God!” 
warned us that refugees from acute disease were 


He also 


now in their advancing years—plunging headlong 
into chronic ailments. There was no simple shot 
in the arm to prevent aging or the sadness of 
aging. He emphasized that senescence was as 
much hastened by lost hopes as by degenerating 


processes. 


My own father and I were discussing the philos- 
ophy of the aging person. He said to me: “Now, 
you’re a young man and therefore stupid. I’m 
an old man and therefore wise; so I'll tell you. 
On a frosty morning, I call to my wife and say: 
‘The morning paper!’ Do I spend time on the 
headlines? Pass them by. Do I hover over the 
want ads? Flip past them. To the obituary 
column for me. There I pause and linger. If I 
find my name, I do not budge from my cozy bed. 
But if my name is absent, why then I get the hell 
out of that bed, and go to work!” 


The sad deal about the end of life is our re- 
versal of attitude. We spend so many years to 
build a patient up, and then become fretful that 
the dying man cannot wind it all up and go in a 
hurry! 

There is little motivation to frustration and 
rejection. Companionship and 
glasses of wine to the old heart. 


sociability are 


Over forty years ago, Josh Billings was quoted 
as saying: 

There’s more to old age than meets the eye, 

T’aint just screen the privy and swat the fly. 
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GERIATRICS AND THE AGING PERSONALITY—ROSS 


Now comes the rough-shod adventure among 
the elderly, with some attempt at classification, 
Since the experts will thrill you with polysyllabic 
groupings, I will hasten to announce that I shall 
employ my own categories, so as not to tread on 
any gerontological toes. This list runs something 
as follows: 


The Status Quo Boys 


Here are the vitamin youngsters, clear-eyed, 
rosy-cheeked and raring to go. Though past sixty- 
five, they tolerate no obstacle in their path. If 
forcibly retired, they seek other employed status 
immediately. Work is their salvation. 

With post hoc reference, one could mention the 
experience I had with two Christian Scientist 
ladies in the younger years of their later lives. 
They called themselves “kids,” although one was 
sixty-seven and one was seventy-two. They re- 
quested to enter the service of our hospital as 
volunteer aides. They said: “We will not attempt 
to convert anyone. We will merely bring the 
ready smile and the willing hands.” 

This was a war contribution, but the result was 
most successful, and it was too bad, indeed, that 
the end of the war terminated their contribution 
of the “willing hands.” I firmly believe that 
medicine could yet find great aid from such women 
in the Christian Science Church; both in the 
nurses aide field and in the realm of social service. 
After all, the two philosophies agree on the 
common ground of the welfare of mankind. 


Non-Senile Senility Group 


Now parade before you the wise counselors, the 
lecturers, and investigators. Years do not dim their 
vision. In Ann Arbor we have many retired pro- 
fessors, who have become consultants in their 
fields. One retired professor of physics, and his 


_wife, conducted a hegira to a small Southern 


college. There he continued in his field and she, 
the housewife and the doting grandmother, 
suddenly became the successful professor of Ger- 
man. One of our retired professors has become 
three times as busy and four times as wealthy 
since seventy years of age confronted him with 
retirement status. 


The Happy Warriors and the Happy Whistlers 


Here are grouped the great, the near great, the 
half baked, and the well done. Many are world 
figures and satraps. I am thinking of the soap 
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box orators, the grey-haired lyceum thrillers, the 
world savers, the Churchills, the Adenauers, and 
the Schweitzers. 


The Maha (Mahat) Eager Beavers 


At this juncture, I wish to relate the tale of the 
retired Dutch general and the retired professor 
of zoology. They had both traveled far and wide 
over the world in their time of vigor. Now, old 
age was upon them, but their brains were active 
and their memories keen. The general objected 
to society passing him by. 
the general into my car, and plopped him into the 
professor’s parlor and drove away. On a later 
occasion, I asked the general about the battle of 
wits. He said: “Oh, we had a wonderful four 


9 


hours! 
“Well, what did you do?” 
‘We discussed ‘Maha.’ ” 
“And what is a ‘Maha’?” 
Here the story unfolded: 


“There is a Sanscrit stem ‘Maha’ (Mahat), 
which means great, large or wonderful. The 
professor and I took this word all over the world. 
We found the ‘maharaja,’ or the great king; the 
‘maharani, or great queen; the ‘mahadeva,’ or 
great god; the ‘mahajan,’ or great man, that is, 
money lender; the ‘Mahatma,’ or great-souled one. 
We are also very suspicious of “Taj Mahal,’ 
‘Mahoney,’ ‘Majorca,’ ‘Majollica,’ ‘majesty,’ and 
‘Mahomet!’ ” 


I, therefore, inveigled 


This story could go on and on, but it relates 
the possibilities of the wise ones associated to- 
gether. 


The Over-Powering Relatives 


You will not be surprised to know that the 
“keeper” sometimes eclipses the “kept.” One busy 
housewife expostulated in no uncertain terms and 
implored me to “make mother sit there, and not 
move or breathe.” When I suggested the under- 
taker as an alternative, she began to realize how 


far over the fence she had leaned in her restrictive 
benevolence. 


The Over-Powering Ancients 


Many facets of this situation arise. I recall the 
cessation of respirations and the sad phone mess- 
age, declaring that another grandmother had 
found peace at last. The nurse confronted me 
with this announcement: “Look me over, I have 
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just been kissed by an octogenarian.” The 
widowerhood has been brief indeed. An entire 
chapter could be written over the Gibraltar 
phase of the male stamina. 


The Premature Saints 


Watch for the bonnets and the knit-in-the- 
corner girls. Fortunately in this enlightened age 
the number is decreasing. Apparently just sitting 
piously and waiting for the grave is not in- 
triguing enough to bolster up the life that con- 
fronts us. In this class could also be listed the 
submissive senescent. 


The Militant Senescent 


Beware of the unconquerables. I am thinking 
especially of my own grandmother of the his- 
After perfecting herself in 
history, at the age of seventy, she lectured on 
English history for twenty years. One day, as a 
lad, I was passing the Cincinnati Times Star on a 
cold afternoon. I sailed into grandmother’s house 
and called out: “Hey, Gran, a cup of hot cocoa, 
please!” There was a hush and a shush. Grand- 
mother was in the parlor, sounding off on the 
Georges of England. About thirty bustled ladies 
of the late gay nineties were sitting on the edges 
of their chairs, preserving the contour of their 
bustles, and taking in every one of Grandmother’s 
words. 

The dear old lady re-shuffled her false teeth and 
began to wind up her exegesis. She had finished 
with the Georgian furniture, the Georgian archi- 
tecture, and was delving into the Georgian line- 
age. As she made a quick pass from George II 
to George III, I popped up like a youthful 
amanuensis and said: “You left out Frederick, 
Prince of Wales.” 

Grandmother gave me a wolfish smile, dis- 
missed her ladies, and poured the hot cocoa. 

As I was about to leave, she produced for me a 
chilling forehead kiss and said: “In our family, 
the philosophy dictates that if I am telling the 
blackest lie that damns me to the darkest hell, you 
keep your mouth shut till the company goes!” 

Needless to say that years later, grandmother, 
aged ninety, slept peacefully away after a very very 
busy day. 


torical learning. 


The Miserable Rich 


The appanage of happiness disappears. The 
poor cerebral accident cases, selecting a group at 
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random, even though they be millionaires in pal- 
aces, can receive but limited amount of physio- 
therapy and medication. They later require com- 
panionship, which may, or may not, be lacking. 

At one time, we had a home for the miserable 
rich in Ann Arbor, and they were cared for in 
exquisite fashion. If companonship cannot be ob- 
tained under these circumstances, it is generally 
available in the following classification. 













































The Miserable Poor 


I realize that the poor house of the nineties, 
with its asperities, has now become “The County 
Hospital.” Progress is noted. We find the car- 
diacs, the arteriosclerotics, the poor in spirit and 
purse, the hypertensives, the malignancies, the 
wretched traumatics, the prostatics, and, in a fur- 
ther ward, the elderly tuberculosis patients. 

Such factors as “groans and odors” require con- 
siderable personnel training. A little later, in this 
paper, group activities are mentioned, but this 
subject belongs to a further speaker. 

































































The Clinging Vine 


Let me bring to mind the picture of two moth- 
ers-in-law in the home of an engineer. One has 
fixed her personality, and permeated it into the 
very person of her daughter. She must be literally 
baby fed. The paternal mother is active and 
heroic and says on occasion: “What that other 
woman needs is a good stick of a hat pin in the 
rump.” 

Professor R. W. Hegner, two generations ago, 
detailed to us in a course called “Wild Animals” 
the possible parisitology of the aged, and com- 
pared it to the activities of lower forms. He sum- 
marized it all in a poetic splash, as follows: 













































































Big bugs have tiny bugs 

Upon their backs to bite ’em, 
And little bugs have lesser bugs, 
And so on, ad infinitum! 


























The Home Body 


At this pause, let me praise the elderly couple 
still able to remain in their own home, even 
though it be a wattle and daub hut, where they are 
masters and are surrounded by familiar sights and 
sounds. 

A further successful adventure is described by 
the side-door apartment for the elderly. 

An arrangement in the “little house next door” 
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must be praised. One grandmother has become 
the baby sitter for an entire residential street. 
Homes for the aged should not be placed far 
out in the country, without familiar landmarks and 
without recreational facilities. Exercise and activi- 
ties rooms are like manna to the elderly. Projects 
with central dining halls have been successful. 


The Senile Dementia 


Committing to an institution does not always 
solve this problem. At times, the unbalanced pa- 
tient may remain in his own home, with proper 
companionship, or hired attendant. I was called 
to the home of an elderly scientist in the middle 
of the night. He had performed some “research,” 
declaring that his symptoms were due entirely to 
spirochetes in the ophthalmic area of his brain. 
He figured that the paths through his optic chiasm 
would transmit the image of his spirochetes to his 
retina. Then an observer, at the correct angle 
of incidence, could gaze at a mutual white object, 
and actually see the germs in the scientist’s brain. 
Both of us gazing at two o’clock in the morning 
into the white toilet bowl did not bring forth any 
spirochetes, but at least that subject was killed off 
until the next one arose. As time passed, he became 
milder in his departures and found some enjoy- 
ment in life. 


The High Flier 


An elderly aunt of mine wore rings on her 
fingers and bells on her toes. She lived long and 
was a task for the perukier. When the doorbell 
rang at her daughter’s house, Aunty sprang to the 
summons. If a table of bridge was prepared, 
Aunty was always fourth, leaving the younger 
fifth member to shift for herself. 

In her eighties, she was still going strong. I 
challenged her enviable state. She replied: “There 


‘are some drawbacks to old age. I’ve had no pro- 


posals of marriage since I have turned eighty.” 

At the end of her life, she was being entertained 
as the past president of the Federation of Women’s 
Clubs in America. The luncheon had been most 
inspiring. Now, she lay herself down in her 
daughter’s home to rest up for the big evening re- 
ception. She said: “I’ve had such a wonderful 
time,” whereupon she closed her eyes and died. 
Her activities of enjoyment were so demanding 
that she scarcely could find the time to sandwich 
in the matter of death. 
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The Marrying Type 

There is no reason why two companionable 
geriatric souls should not marry. There may not 
be June romance in the air, but mutual under- 
standing and respect perform as good basic sub- 
stitutes. Many objections on the part of the 
younger generation are described by the depleted 
inheritance. However, my guarded answer lies in 
the entity of happiness now, for happiness’ sake, 
as their chief condominium. 


The Pale Ghost 

When I was a young teacher, the superintendent 
of schools was a tall stately executive of great 
ability. Years later, he retired and moved to 
Florida, where he operated a citrus ranch. One 
day he appeared in Ann Arbor for his physical 
examination. Entered the pale ghost. I enquired 
diligently into his eating habits. He stated that 
he went into the grove and picked a grapefruit for 
breakfast. In mid-morning he sauntered into the 
house for a cup of tea and a cookie. Again, work- 
ing in the grove, he had a tangerine for lunch. 
This was followed in mid-afternoon by a glass of 
milk and a cracker. An orange pulled from a tree 
furnished the supper. As a good-night snack, 
there was a glass of milk and a cookie. What he 
could pluck from a tree, pour out of a bottle or 
shake from a box became his sustenance. 

I extracted a promise from him to drop an egg 
into one of his glasses of milk each day, and to 
engulf the contents of a tin of fish once a week. 

A year later the same tall patient appeared, not 
much changed in appearance, except there were 
roses in his cheeks. He said: “I’m the same man, 
only I’m a little prettier.” 


The Poetic Centenarian 
The chair-fast patient approaching the century 
mark requires a sense of humor, and a bit of 
poetry to pass the exigencies of the times. I en- 
joyed the friendship of such an elderly woman. 
She sat in her wheel chair, her lace cap bearing 
silver-gallooned accoutrements of decorative war- 
fare. She was knitting away, and urging all of us 
to let her go quickly and unreservedly into the 
next world. I wrote her a Christmas ditty, some- 
thing as follows: 
Now Grandmother B , SO spry, 
Said she’d like to merge with the sky. 
But there she’s a sittin’ 
Adoin’ her knittin’ 
I guess she’s too busy to try. 


Back came a pert reply with badinage: 


Now, if Grandmother B 

Why can’t she walk—or creep—or fly? 
If you think you would care 
To be nailed to a chair, 

I give you permission to try! 


The Gadget and the Hobby Boys 


A bed-fast patient missed his daily shower and 
his trip to the bathroom. He designed an over- 
head I-beam track that suspended a metal chair 
on a ball-bearing shaft. He could be whizzed to 
the toilet and zoomed into the shower. His son 
gave him a good daily rubdown after the shower, 
and he glowed with the happiness of adventure 
and accomplishment. 

An elderly man in Ann Arbor has become 
Michigan’s Santa Claus. He works all year in a 
hobby shop, creating hundreds of intriguing toys 
for next year’s Christmas. His own happiness is 
only exceeded by that of swarms of children. I 
find that the joy of creation is the vitamin to an 
old man’s energy. 


The Prophets of Gloom — 

This group can best be described by an ancient 
CVA patient. She had been educated in Ger- 
many, had enjoyed fifty long years of married life 
in this country, and was now withered and wid- 
owed. One day she said to me: “Good morning, 
did you bring the pill that kills?” I said: “Now 
you listen to me. I called God up on the telephone 
and He told me to mind my own business. That 
was His department.” She replied: “Oh, very 
well, trot out the vitamin capsules and the tonic.” 
If she could not have death, at least she was 
going to continue her life in some degree of style. 


All the Way Down 


A retired dean stumbled over a loose floor rug 
and fractured his hip. By the way, the loose rug 
in the home is an abomination unto the Lord. 

He cautioned me that I must listen to his tale 
of wisdom. He spoke with the prescience of a 
genius: “Please understand that all the way 
down, I was not yet classified as ill. It was only 
the last millimeter that actually made me sick.” 


The Last Fling 
Now struts the “work-till-I-drop” type. The 
lady about to be described said: “I have labored 
from the diaper to the brink of the grave.” 
(Continued on Page 555) 






























































































































































































































































Geriatrics and the General 
Practitioner 


By Charles Sellers, M.D. 
Detroit, Michigan 


EARLY everyone recognizes that the popu- 

lation of this country is increasing markedly 
and that the most remarkable increase is in the 
number of persons surviving past sixty-five years 
of age. 


This increase is not due to any appreciable ac- 
celeration of the birth rate but rather it is due to 
an increased survival rate after birth. And, as you 
know, this changing survival rate does not apply 
to the first few days of life. This seems to be a 
critical period because death rates for the first 
week of life have not been lowered appreciably 
in spite of strenuous efforts made toward such an 
accomplishment. The incidence of stillbirths, ate- 
lectasis, hyaline membrane, erythroblastosis fetalis, 
et cetera, remains almost unchanged. 


Prior to 1900, the over-all infant mortality, the 
acute infectious diseases of childhood, infectious 
diseases of later life, accidents and violence kept 
the average age at death rather low for thousands 
of years. 


In recent years, childhood mortality rates have 
been going down markedly. Many acute infectious 
diseases of early life are no longer epidemic. Acci- 
dents and violence still kill a great number of per- 
sons, but these injuries do not take the toll they 
once did due to better methods of controlling hem- 
orrhage, shock and the various infections. The de- 
generative diseases are beginning to be understood 


a little better and hence are managed a little 
better. 


Greater numbers of persons are surviving more 
of the hazards of life and live to a greater age than 
ever before. As a result, life expectancy in the 
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United States has increased from about forty-six 
to sixty-eight plus during the past fifty years. So 
naturally there is an actual increase in the number 
of persons over sixty-five in our population, which 
is estimated at the present time to be 14,000,000. 

A gradual social evolution is taking place, ap- 
parently, for we seem to be changing from a young 
or middle-aged society toward an older society, 
and undoubtedly this trend will continue in the 
future. 

The basic life span probably has remained un- 
changed, since we have always had an occasional 
individual who lived to be 100 years of age. A 
greater proportion of children born this year, how- 
ever, will live to approach 100 years than ever 
before in human history, providing they escape 
death by violence. Some persons have voiced 
the opinion that such children may live to be 150 
years of age, but such statements probably are 
broadcast for their spectacular effect and small 
credence should be placed in them. 

Where do these elderly persons live? Over 93 
per cent of them live in households such as yours 
and mine; of this number seventy-five per cent 
live in their own homes; the remainder are with 
children, relatives and a few non-relatives. Less 
than 7 per cent are in institutions including domi- 
ciliary homes for the aged, mental hospitals and 
penitentiaries. Despite the large drift of retired 
persons to Florida and California, the largest pro- 
portion of older persons is still in New England. 

The retired worker who contemplates moving to 
another city or state should think long and hard 
before he leaves the environs in which he is known 
and respected, before he deserts family ties, rela- 
tives, friends and cronies. Older persons do not 
acquire new friends easily and loneliness often 
chases them back to familiar haunts. 

What is the social impact of the large number of 


persons now living past sixty-five years of age in 


the United States? 

For our purpose, let us divide them into four 
categories: the well and working, the well and 
retired, the mentally ill and the physically ill. 


The Well and Working 


The healthy individuals past sixty-five years of 
age and who are working are the fortunate ones. 
By and large they have no immediate or pressing 
problems of health. They all get sick on occasion. 
But we should wish for no better circumstance 
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than to be in good health and permitted to work 
well past our sixty-fifth birthday until such time 
as we wish to retire voluntarily or become in- 
capacitated. 


The Well and Retired 


The healthy person who has been forced to re- 
tire at age sixty-five faces quite another problem. 
This presents one of the most far-reaching psycho- 
logical effects of the aging process, especially to 
those who have worked hard during the major 
part of their lives. Forced retirement often im- 
poses a great hardship on a man or woman accus- 
tomed to work. 

A great number of general practitioners who 
see a large number of patients have encountered 
some of these persons who are over sixty-five years 
of age and who have been retired from their long- 
established occupations. The prospects are that 
more and more persons will find themselves in 
this category in the future unless some change 
is made in our work philosophy. Perhaps the most 
important service that the general practitioner 
can render to his patients and to the community 
is to advise his patients and their employers not 
to have a worker retire at the first opportunity 
but to postpone that fateful day as long as possible. 

Here is a situation that may tax the ingenuity 
of quite astute physicians unless they have given 
the problem some consideration or the patient has 
been conditioned previously to the prospect of 
retirement by wise counsel and encouraged to 
undertake something other than his previous line 
of work, take up an absorbing avocation or other 
means of occupying his time constructively. 

Preparation for retirement is most essential, and 
some form of avocational training should be in- 
troduced before the day of retirement, so that the 
suddenly retired elderly person does not have to 
explore a planless future for something to do. 

A number of persons find that they must sup- 
plement their incomes, and this is a difficult thing 
for the elderly to do unless some contacts or plans 
are made prior to the time when it becomes a 
necessity. For those with sufficient income, there 
is a great need for socially conscious and socially 
adjusted individuals to help with the work in 
church, fraternal, political and social organiza- 
tions. There is also a great need for help with the 
recreation and rehabilitation of retired individuals 
in an organizational manner. 

Too many persons are retired simply because 
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they have reached the chronological age of sixty- 
five years, when as a matter of fact a large per- 
centage of them are mentally and. physically quite 
capable of continuing in some productive capacity 
for an indefinite period. 


Physicians, particularly general practitioners, are 
in an exceptionally unique position in that they 
are not forced to retire but may decrease the work 
load without losing contact with medicine and 
doctors. Illness may cause the only exception, 
and many ill physicians continue to carry on a 
wide range of activities because they love their 
work. 


Retirement is rejection, and rejection is devas- 
tating both psychologically and sociologically. It 
decreases one’s stature, deflates one’s ego and takes 
away the incentive for that morning shower, shave 
and shoe-time, that makes one feel so good and 
dispels depression. To be “put on the shelf” in- 
timates uselessness, and few of us would accept 
such an appraisal willingly. To lose contact with 
a line of endeavor in which one has been associ- 
ated for a long time and with the friendship of 
fellow workers in that field is to take away one 
of the great pleasures of life. 


Retirement is not the rosy Nirvana that some 
hard working persons envision it to be. After a 
few weeks or a few months, it becomes a dreary 
existence that gradually becomes more and more 
detached from the rest of the work-a-day world. 

Our observation has been that those who fail 
to make a _ compatable 
exigencies of retirement have an average life span 
of approximately two years after separation from 
their work. 

Voluntary retirement with the option of return- 
ing to previous work or similar but less arduous 
duties might be a splendid manner in which to 
point up the fallacy of idleness. Retirement for 
illness or incapacity is quite another circumstance 
and scarcely debatable. 

Forced 


adjustment to the 


retirement at age sixty-five seems 
arbitrary and unreasonable. Employed persons 
are much happier than idle ones and, as we have 
said, they continue to live longer. It is doubtful 
if the American economy can withstand in- 
definitely the impact of having all persons over 
sixty-five cease work and expect to receive pen- 
sions no matter where the money comes from. 
It is a most tragic waste to the national economic 


community to permit persons with long training 
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in the various skills to become unproductive. Ex- 
perience and wisdom are valuable assets not to 
be discarded lightly. 

If retirement is mandatory on a basis of age 
alone, it is better to retire to another activity than 
to retire from all activities. Those who do the 
latter become our patients with problems that are 
not amenable to ordinary medical treatment. 
Physical and mental deterioration begins to take 
place. Dissolution sets in. Senescence becomes a 
reality. 


The Mentally Ill 


Reports on mental disease indicate an alarming 
increase in the incidence of aberrations of the 
mind ranging all the way from simple unjustified 
fears to overt mania. Are these reports correct? 
Are the increases real or are they only apparent 
and due to the general increase in population? 

It is true that fifty years ago a great number of 
persons of unsound mind were kept at home. 
They were looked upon by their families and 
neighbors as being odd and sort of tolerated by 
being kept in the background. They did not get 
in the census figures of mental institutions. 
General practitioners were well aware of their 
existence, however, and some shrewd estimates of 
their numbers were made. Apparently the ratio 
of mentally ill to total population is considerably 
higher than it has been heretofore and the increase 
is real. 

Among the contributory causes for increased 
mental illness we may cite several devastating 
wars; a series of economic depressions; great 
fluctuations in what a man’s wages would purchase; 
great wealth and great poverty in the same pre- 
cinct; a breakdown of cohesion in some families 
with resultant loss of security, affection and love; 
the spreading of false alarms by way of newspa- 
pers, radio and television; too much publicity to 
the mutterings of misguided persons, self-appoint- 
ed prophets, demagogues, ambitious and ruthless 
politicians who would climb to eminence over the 
disturbed minds of their fellowmen; and captive 
economists hired by pressure groups, including 
some corporations and some unions, to disseminate 
fallacious economic theories and the mouthings of 
other small men. 

On occasion we seem to have been living from 
one crisis to another. Danger is said to assail us 
from many quarters, and some of these hazards 
have been real enough to make a strong man 
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quail. Fear, frustration and feelings of insecurity 
develop beyond proper proportions. Stress, 
apprehension, hostility and aggression are the 
natural psychological reactions to such a con- 
ditioning process. All this is reflected in the 
rising burden of mental illness that is becoming 
a modern national problem. 

Quite naturally mental illness is not limited to 
the older age group; a great number of them 
begin insidiously at any age. Many potential cases 
have felt inadequate, failed to face reality and 
longed for greater security for some time before 
it became obvious to anyone that they were so 
troubled. The great hope of the future is that 
somewhere along the line of progressive mental 
deterioration such persons may be recognized, 
channeled into treatment and a greater number 
of them salvaged than at present. 

The number of practicing psychiatrists in this 
country is woefully inadequate. Probably we will 
not have enough within the foreseeable future. 
We need at least three times as many for two good 
reasons: firstly, to treat maladjusted individuals 
before they become psychotic and, secondly, to 
assure that more psychiatric patients receive the 
benefits of competent counsel and treatment dur- 
ing the early stages of their disturbances. 


We need more teachers in psychiatry. We need 
greater emphasis on psychiatry in medical colleges 
so that every graduate will be better equipped to 
evaluate incipient mental illness. We need a 
great deal more research in primary causes and 
new treatment of these disorders. We are pleased 
to note that at the recent Mid-West Governors 
Conference on Mental Health, Charles F. Wagg, 
M.D., director of the Michigan Department of 
Mental Health, pleaded that we sponsor more 
research into the causes, prevention and treatment 
of serious mental illness and that he deplored the 


. time lag in applying what is already known about 


the prevention and treatment of these illnesses, as 
well as the lack of finances for proper research 
and training of personnel to permit better re- 
habilitation of the mentally ill. 


While specialization in this field of medicine 
is obviously necessary, it seems that general prac- 
titioners could render a valuable service by taking 
a greater interest in mental health, and assume 4 
greater responsibility for the early detection, diag- 
nosis and treatment of a number of 
psychiatric conditions. 
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It becomes incumbent upon physicians, regard- 
less of their line of work, to be more acutely ob- 
servant of the mental processes of their patients, 
to be a confidant and friend, and to take a little 
time to know and understand the whole patient, 
his family and the psychological and sociological 
matrix in which he lives. 


The Physically Ill 

Physical illness in elderly patients includes a 
wide range of infirmities and diseases, but these 
conditions are not limited to this group. The 
aging process begins in youth, and while some 
degenerative diseases are found frequently in 
elderly persons, they often have their inception 
long prior to age sixty-five. 

General practitioners are finding that a 
gradually increasing number of their patients are 
in the older age group. Probably this will con- 
tinue; it seems a natural and logical trend. In- 
deed, it has been suggested that the study and 
treatment of the aged should be a particularly 
suitable field for general practitioners but not as 
a speciality. 

Gerontology, the study of the aging process, 
seems to confirm the opinions of many physicians 
that senility is not a disease entity, that the aged 
patient does not die from senility, but from one or 
more, often several, of the diseases well known as 
causes of death throughout the ages. Elderly 
patients are more susceptible to certain diseases 
and infections probably because metabolism is 
slowed down and the renewal of cells in the body 
takes place more slowly. 

Nutrition assumes a very important role in the 
aging individual due to its close relationship with 
degenerative and chronic diseases. Both mal- 
nutrition and obesity lead to serious changes in 
nearly all persons including the aged. 

Malnutrition is more frequently due to faulty 
dietary habits than to lack of sufficient food. Per- 
sons living alone, senile hermits and misers have 
been known to exist on the cheapest food, those 
most readily available or the easiest to prepare, 
the tea and toast routine, devoid of protein, 
mineral and vitamin content. 

Obesity is the other side of the picture. An 
occasional individual may have hypothyroidism, 
but more frequently it is due to over-eating, a 
habit based on some psychological insecurity or 
inadequacy. We need not dwell on the greatly 
increased incidence of diabetes, arteriosclerosis, 
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hypertension, coronary disease, choleocystitis, 
choleolithiasis, strain on heart muscle and some- 
times real protein, mineral or vitamin deficiencies 
due to having excluded unwittingly these items 
from the diet in favor of excessive carbohydrate. 
Perhaps the lack of such items induces the urge 
to eat. 


If we knew a little more about the nutritional 
needs of the individual patient, at what levels 
malnutrition and obesity have their beginnings and 
all the sequelae of the deficiencies of a specific 
food element, we might learn more about the 
beginnings of some of the degenerative diseases. 


There is some evidence that the lack of vitamin 
B, or pyridoxine hydrochloride in the diet may 
lead to retarded growth, stomatitis, various 
neurological disturbances such as anorexia, nausea 
and sleepiness, and faulty protein and _ lipid 
metabolism which may predispose 
sclerosis and hypertension. 

General practitioners should be able, if given an 
opportunity, to advise and guide elderly patients 
against the pitfalls of malnutrition, specific food 
deficiencies and obesity. 


to arterio- 


The next important advance in medicine prob- 
ably will be in the field of nutrition. 

The application of our present knowledge about 
nutrition would be of the greatest aid in the pre- 
vention and treatment of arteriosclerosis and 
hypertension. 

For instance, the absence of a number of 
nutritional components from the diet contributes 
to the development of arteriosclerosis. These 
include choline, methionine, inositol, ascorbic 
acid, riboflavin and vitamin E. Conversely, a high 
concentration of cholesterol, phospholipids and 
neutral fats along with general over-nutrition or 
obesity, hypothyroidism and family inclination are 
factors leading toward arteriosclerosis. 

This disorder does not arise from a single cause 
nor follow a constant pattern. A cumulative series 
of insults from previous infections, deficiencies and 
excesses over a long period of time often result 
in arteriosclerosis and hypertension. Preventive 
and remedial efforts must be directed toward 
changing the eating, drinking and living habits 
early in life. Moderation in all things is more 
important than any particular drug. 

Rauwolfia serpentina has proved to be of value 
in- hypertension. It has been used in India for 
well over a century and is a relatively safe product. 
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Many hypertensives respond quite well to it as 
they will to any new treatment. Favorable 
response to any product is directly proportional to 
the interest displayed by the physician, the rapport 
he establishes with the patient and the firmness 
with which he impresses upon him the necessity 
for a particular regime. Probably Rauwolfia will 
be accepted as one more important item in the 
treatment of hypertension. 

The defeatist attitude after cerebral vascular 
accident is to be deplored. There are many 
degrees of this condition but, if the patient sur- 
vives the first day, there are a number of things 
that can be done. The use of angiography, where- 
by a contrast medium is injected into the common 
carotid artery and its circulatory tree is x-rayed, 
may be quite valuable. Frequently, a cerebral 
hemorrhage can be located and decompression and 
evacuation of the extravasated blood may be done. 
Pooling of the opaque solution in an aneurism 
may be outlined in which case ligation of a 
“feeder” artery may be accomplished. If so-called 
cerebral thrombosis has ensued, sometimes it can 
be located. This occurs most frequently in the 
internal carotid artery at the point where it leaves 
the common carotid artery. Sometimes the inter- 
nal carotid can be divided from the common ca- 
rotid at the point of thrombosis and inserted at a 
higher point into the external carotid, thus re- 
establishing circulation to the area supplied by the 
internal carotid. 

While stroke cases are in bed they should be 
turned frequently and kept scrupulously clean and 
dry to prevent decubitus. They should be en- 
couraged to help themselves turn. No paralyzed 
extremity should be permitted to lie flaccid. All 
joints should be moved and extended to the 
natural limit to help prevent contractures. The 
patient should be out of bed at the first oppor- 
tunity, in a wheel chair when able. 

He should not be over protected or shielded 
from the things that interested him before the 
cerebral-vascular accident. 


Newspapers, books, radio, television and above 
all a few friends keep such a person from be- 
coming self-centered and depressed. Everything 
that helps an out-going personality is good for 
him. Much of such rehabilitation is based upon 
implanting in the patient a firm determination to 
help himself. 


When arteriosclerosis invades the coronary 
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arteries of the heart, it produces a_ localized 
ischemia and angina. Later if the obstruction be- 
comes complete, either from advancing arterio- 
sclerosis or from a thrombosis, it causes an infarct, 
This is a serious circumstance requiring complete 
rest, morphine for the pain, perhaps a little oxygen 
and an_ anti-coagulant. 
process. 

A number of cardiologists believe that such 
patients recover about as well when they are 
placed in a reclining chair after the first week, 
ten days or when circumstances seem feasible, as 
they do with long term complete bed rest. The 
evidence is not conclusive but perhaps they should 
receive choline, methionine, inositol, riboflavin 
and vitamin E. 

Rheumatic heart disease in elderly patients had 
the beginnings of the valvular damage a number 
of years previously during an attack of rheumatic 
fever. Mitral stenosis is the common end result. 
Surgical commissurotomy is for younger patients 
but perhaps as techniques improve and the safety 
factor is increased, older persons may be included 
in the operable category. Others must adjust their 
work load to tolerance and be kept under observa- 
tion. 

Recognizing carcinoma in its earliest manifesta- 
tions is a prime objective of the entire medical 
profession. General practitioners are in the van- 
guard of the battalions against this adversary. 


Recovery is a_ slow 


Setting up special cancer detection centers does 
not impress me very much. They could never 
hope to examine all the persons who should be 
examined for malignancy. The staff is too small 
and too many of the examiners are young 
physicians recently released from four years 
servitude in some great institution. Examining 
healthy persons becomes a great bore to many 
physicians. A routine creeps in. 

Cancer detection should be going on every day 
in every physician’s office as part of his daily 
work. General practitioners should be the back- 
bone of this corps of investigators looking for the 
very first indication of carcinoma. If we are 
going to make an impression on the mortality 
rates, we must attack the disease very early, some- 
times on very little evidence. 

This is where a physician with a high index of 
curiosity about minor symptoms and small bits of 
evidence, a detective type of doctor, who will 
insist on a chest x-ray on minimal symptoms, does 
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the most for his patients. In no other manner 
are we going to be able to detect bronchogenic 
carcinoma early enough in the disease to remove 
the primary lesion surgically and get satisfactory 
survivals. 

Summary 


The problems of the aging process become more 
crucial with the advancing years. Those persons 
who keep themselves busy and manage to retain 
good mental and physical health have the fewest 
difficulties. Complexities develop when they do 
not maintain an active interest or are occupied 
in some field of endeavor or become ill. 

The industrial age, with its urbanization and 
regimentation, has made many persons dependent 
upon industry for employment and _ resources. 
Self-reliance has become almost a lost art. Such 
persons seem to be unprepared to cope with a 


number of relatively uncomplicated situations. 
They look for paternalism in their employers, the 
state and federal governments. 


Recently a reader sent to his newspaper this 
question: “Since I have retired, I feel completely 
useless. Why is my life prolonged when my work 
is done?” 

Such a person is poorly prepared for retire- 
ment. He has very little imagination or self- 
reliance. He could do a number of interesting 
things. Moving to the suburbs, planting a vege- 
table or flower garden or raising a few chickens 
might give him a new lease on life. 

General practitioners are interesting themselves 
in the aging process. They provide the medical 
care for many older persons. They also help many 
families with advice on problems that are outside 
the field of medicine. 





GERIATRICS AND THE AGING PERSONALITY 
(Continued from Page 549) 


She was anxious to attend her seventy-fifth 
reunion and drink champagne with the last of her 
classmates. The daughters opposed the plan. 
They said: “It will kill her.” The patient re- 
plied: “Of course it will kill me, but I intend to 
do it.” 


So we spruced her up to a nice tonic level and 
sent her off East for her last fling. She had a 
marvelous time, saw her old friends, drank their 
toasts, sang their songs, came home, smiling and 
fragile, and promptly and dutifully closed her eyes 
in death. She had lived out a wonderful life and 
left this world serenely, indeed. 


The Dying Gladiator 


Many of the chief characters of this paper are 
women. They seem to out-live their husbands and 
glow in old age. I want to present an ancient and 
gracious lady, dying in an oxygen tent, struggling 
to remain alive a little each day, so that she could 
complete her last book. After an hour of writing, 
she would become cyanotic and lapse into a coma- 


tose state. This procedure continued day after 
day. 


Finally, the last of her scribbling had been 
accomplished. She told me: 
Don’t take this struggle too seriously. It is merely 
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“Let me die now. 
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a physiological wind-up. My last life’s work is 
done, and I don’t relish physical immortality un- 
der these circumstances.” 

One midnight, I dropped into her room. She 
was apparently asleep. She started slightly and 
said: “I beg your pardon. I did not intend to 
drag you into death with me.” I replied: “But 
I’m not dead.” Her sharp answer: “Well, I am.” 
I placed the stethoscope to her heart and could 
hear no organized textbook pattern. 

I summoned a few words: “I honestly believe 
that you are going to leave us, but if you thought 
that you experienced death, tell me before you 
go, what was it like?” She forced out a few at- 
tempts at speaking: “Exquisite remoteness, pro- 


found contentment . . .,” and was gone. 


Summary 


The above classifications, artificially assembled, 
of course, are grossly incomplete, and merely indi- 
cate that the problems of geriatrics are bizarre 
and profound, indeed. 

I have introduced the subject of geriatrics and 
have outlined variations in the aging personality. 

If there is any purpose to this paper, it is to 
emphasize that working with elderly people can 
become a most challenging and satisfying expe- 
rience. 
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Circulatory Diseases of 
Old Age 


By Paul S. Barker, M.D. 
Ann Arbor, Michigan 


i tees infirmities of old age are commonly the 
result of changes in the circulatory system. 
The changes which 


senescence reduce 


normally accompany 

the reserve of the cardio- 
and circulatory diseases are 
common causes of disability and of death in old 
age. The purpose of this discussion is to emphasize 
those features of circulatory disease which are of 
special interest or importance in the elderly, 
rather than to describe the various cardiovascular 
conditions which occur in old age. 


vascular system, 


Normal Changes of Old Age 


The changes in the circulatory system which 
occur normally in old age have received little 
attention.’2 The larger, elastic arteries become 
This loss of elasticity is responsible 
for the tendency of the systolic blood pressure 
to rise with advancing years. The diastolic pres- 
sure, too, is affected and often falls slightly. It is 
common to find systolic pressures of 100 plus the 
age. Pulse pressures commonly equal or exceed 
the age. 


less elastic. 


At advanced age the heart is often small, firm 
and dark brown, with a light brown pigment in the 
cytoplasm of the small muscle cells but with little 
or no increase in connective tissue—these changes 
are called brown atrophy. The endocardium and 
valves are somewhat thickened. 


On clinical examination little if any change in 
physical signs is detected. The heart sounds may 
be somewhat muffled or lacking in youthful snap. 
A systolic murmur may be heard at the apex or 
base. Premature beats and other arrhythmias are 


not unusual. The _ electrocardiogram shows 


arrhythmias when present, and the amplitude of 
the T-waves is commonly lower than it is in 
youth. The x-ray film commonly shows broaden- 
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ing and elongation or tortuosity of the aorta, and 
there may be calcium deposits in its wall. 

These normal senescent changes are accom- 
panied by functional changes characterized by 
diminished reserve. The circulation is competent 
to meet ordinary demands but has less reserve for 
meeting exceptional demands and stress. These 
normal changes of senescence are overshadowed 
by the pathological changes in the cardiovascular 
system which are so common in old age. Indeed, 
about two-thirds of the deaths in old age are 
caused by circulatory diseases. 


Diseases of the Peripheral Circulation 


Although the cardiac diseases have received the 
most attention, the circulatory diseases of old age 
are by no means confined to the heart. Arterio- 
sclerotic changes in the peripheral arteries are 
responsible for much mischief. Mesenteric throm- 
bosis is serious and often fatal, but fortunately is 
rather rare. More common is arteriosclerotic 
narrowing and occlusion of the arteries of the 
lower extremities, the former leading to inter- 
mittent claudication and the latter to gangrene. 
Arterial insufficiency in the lower extremities calls 
for meticulous hygiene of the feet. Priscoline and 
whisky or brandy in moderation have been helpful 
in some cases. The injection of histamine into the 
femoral artery according to the method of 
Mufson’® has given good results, apparently pro- 
moting the development of collaterial circulation, 
and merits more extensive use. Sympathectomy in 
patients responding well to sympathetic block has 
also given good results, likewise promoting the 
development of collateral circulation. Sclerotic, 
embolic, and thrombotic occlusion of large arteries 
has been relieved by surgical procedures, often of 
the most spectacular type. Dissecting aneurysm 
and rupture of the aorta are not amenable to 


- treatment, but it is important to distinguish them 


from acute myocardial infarction and refrain from 
giving anticoagulants. 

Cerebral arteriosclerosis is a common and often 
pathetic infirmity of old age.t It leads to progres- 
sive deterioration of the mind. Major thromboses 
cause hemiplegia, paraplegias and aphasia and 
sometimes death. More common are the recurring, 
small cerebral thromboses, often unrecognized, 
presenting a great variety of manifestations and 
causing progressive mental deterioration. The 
prominent characteristics of these little strokes are 
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abrupt onset, an unexplained fall, vertigo, over- 
emotionalism, a nervous breakdown, disturbances 
of vision, a loss of grooming, abrupt fall in blood 
pressure, unexplained loss of weight, pains or 
paresthesias in thorax, abdomen or extremities, 
gastrointestinal symptoms, weakness, palsies or 
ataxia, change in personality, parkinsonism, in- 
somnia, recurring episodes, often irreversible and 
permanent residual changes, and failure to respond 
to treatment. “Death takes little bites,” as Alvarez 
has aptly stated, and the unfortunate victims of 
repeated little strokes may “take as long to die 
as they did to grow up.” It is important to 
recognize these minor apoplexies so as to protect 
the patient from the consequences of an impaired 
judgment or altered personality and of misunder- 
standing on the part of family and friends, as 
well as from needless and expensive examinations 
and often misdirected treatment. 


Diseases of the Heart 


The normal senile heart has a diminished re- 
serve. It is competent to meet all ordinary 
demands, and the presence of diminished reserve 
does not become apparent until it is subjected to 
some unusual stress. Accordingly when, in old age, 
unexplained cardiac failure develops, it is im- 
portant to look for some extracardiac condition 
which imposes an increased load, such as anemia, 
thyrotoxicosis or infection such as_ bronchitis, 
pneumonitis or urinary tract infection. 

Heart disease is common and serious in old 
age, and is the chief cause of death in the elderly. 
By far the most common type of heart disease is 
that due to coronary arteriosclerosis. It must be 
realized, however, that almost all types of heart 
disease are observed in the aged. Certain types of 
congenital heart disease have been known to per- 
sist into old age, notably tetralogy of Fallot and 
patent ductus arteriosus, although this is excep- 
tional. Similarly rheumatic heart disease, a major 
problem of youth, is occasionally encountered 
beyond the age of sixty. I have seen mitral 
stenosis with auricular fibrillation in a woman 
beyond the age of eighty who had rheumatic fever 
while she was a student in medical school and was 
advised to give up the arduous work for which 
she was preparing because of serious injury to her 
heart. Mitral valvulotomy gives better results be- 
fore the age of fifty than after that age. Aortic 
stenosis in the aged may be of rheumatic etiology, 
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but is often sclerotic in origin; it makes the victim 
a poor surgical risk and may be responsible for 
angina pectoris, syncope and sudden death. 
Subacute bacterial endocarditis may occur in the 
elderly and be accompanied by little fever and 
constitutional reaction. Syphilitic aortitis and 
aneurysm are not common, but it is important to 
recognize them and to institute proper treatment 
which in recent years has been so much more 
effective. In thyreogenic heart disease, the 
cardiac features may so dominate the findings as 
to obscure the thyroid disease which is causing the 
cardiac disorder; it is necessary to recognize the 
thyroid condition, whether it be hyperthyroidism 
or hypothyroidism, because thyreogenic heart dis- 
ease is resistant to therapy directed to the heart, 
but shows gratifying improvement in response to 
effective treatment of the thyroid disorder. Cor 
pulmonale, secondary usually to emphysema of the 
lungs, is a fairly common and distressing disease 
of older people, for which the usual treatment for 
cardiac failure is indicated although often not 
very effective. Chronic pericarditis in the elderly 
may ‘masquerade as coronary arteriosclerotic heart 
disease with cardiac failure. : 


Hypertensive heart disease is more common in 
the elderly than any of the conditions mentioned 
above. This refers, of course, to so-called essential 
hypertension and not to the systolic hypertension 
of old age. Essential hypertension seems to be 
tolerated better by the elderly than by the middle- 
aged, possibly because a good cardiovascular 
apparatus is a requisite for the achievement of old 
age. In the treatment of hypertension in the aged, 
it must be remembered that the elderly are un- 
usally susceptible to the effects of the ganglionic 
blocking agents, and their undesirable side effects 
often contraindicate their use. The commonly 
used sedatives such as the barbiturates and 
bromides are slowly metabolized and excreted by 
the elderly and their continued use may lead to 
cumulative effects. 


Arteriosclerotic Heart Disease 


By far the most common type of heart disease 
in the aged is that caused by atherosclerosis of 
the coronary arteries. Atherosclerosis is one of the 
major unsolved problems of medicine today. It is 
the subject of much intensive investigation. There 
is now general agreement that atherosclerosis is 
abnormal and pathological; it is a disease and 
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not a normal change or accompaniment of ad- 
vancing years. Recent studies indicate that its 
development is favored and hastened by elevation 
of the plasma cholesterol level’* or by alterations 
of the plasma lipids, and that the presence of 
estrogenic hormones retards or inhibits its develop- 
ment.”* There is evidence that the process is 
reversible, both in the experimental animal and in 
man. As yet, however, there is no practical means 
of preventing or reversing the process. In order to 
reduce elevated plasma cholesterol levels, the diet 
must be so low in fats that it is not practicable, 
and men are not likely to accept estrogen therapy. 
Nevertheless, the future may bring an acceptable 
and harmless substitute for the fats of the diet 
which will permit the employment of effective low 
fat diets, or the modification of the estrogenic 
hormone so as to provide a substance which will 
prevent atherosclerosis but not have the un- 
desirable effects of the estrogens may provide 
acceptable hormone therapy. 


Coronary arteriosclerotic heart disease may 
manifest itself in any of several ways, such as 
angina pectoris, coronary insufficiency, myocardial 
infarction, various arrhythmias and _ congestive 
cardiac failure. Of the arrhythmias, premature 
beats are usually harmless and should be dis- 
regarded or treated with digitalis, quinidine or 
procaine amide; bundle branch block may be an 
indication of serious myocardial disease or of little 
significance, depending upon other clinical find- 
ings; atrioventricular heart block may cause 
ventricular standstill leading to syncope or sudden 
death and may be treated with isuprel, ephedrine 
or belladonna or atropine, often, however, with 
little benefit; auricular paroxysmal tachycardia, 
flutter and fibrillation may lead rapidly to cardiac 
failure and are usually best treated with digitalis; 
ventricular paroxysmal tachycardia is most serious 
and should be treated promptly with quinidine. 


Congestive cardiac failure is usually of the left 
ventricular type in the beginning, followed in time 
by failure of the right ventricular type in addition. 
The fully developed picture is readily recognized 
as cardiac failure. It is not always apparent that 
persistent cough or paroxysmal dyspnea are caused 
by congestion of the lungs due to weakness of the 
left ventricle, but if this possibility is kept in mind, 
a trial of digitalis and diuretic measures may result 
in gratifying improvement. The treatment of con- 
gestive cardiac failure in the aged includes rest, 
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digitalis and diuretic measures. Strict confinement 
to bed is not well tolerated by the aged and should 
be modified if possible to include periods of rest 
in a chair. Older people may be unusually 
susceptible to digitalis, and may develop 
arrhythmias and other advanced toxic effects with- 
out the anorexia and nausea which in younger 
people give warning of overdigitalization, so that 
the employment of this drug calls for close super- 
vision. Because the elderly commonly have some 
impairment of renal function, vigorous diuresis 
may lead to alterations in electrolyte balance,” 
and the physician must be alert to this possibility. 
These special features should be kept in mind in 
the treatment of cardiac failure in the aged. 


Angina pectoris must usually be diagnosed from 
the history of substernal pain, sometimes with 
radiation to the left shoulder and arm or to the 
left side of the neck, brought on by exertion such 
as walking and relieved promptly by rest. Clinical 
examination of the heart may or may not disclose 
any abnormal findings and does not contribute 
importantly to the diagnosis. It is true that 
electrocardiograms obtained during attacks of 
anginal pain often show downward displacement of 
the RS-T segment or alterations in the T-waves, 
but inducing attacks of agina pectoris for diag- 
nostic purposes is not entirely safe and should be 
reserved for those instances in which it appears 
essential to establish the diagnosis even if some 
risk is taken. The pain is not always typical, it 
may be only a mild pressure sensation, constriction 
or similar discomfort which has the same signifi- 
cance as severe pain. The occurrence of the pain 
upon walking, especially after meals or in a cold 
wind, is a rather consistent feature of angina 
pectoris, although, of course, it may occur during 
rest as well. In the differential diagnosis it must 
be .remembered that lesions of the cervical spine 


_and, esophagus and hiatus hernia are fairly com- 


mon in the aged. Angina pectoris is best treated 
by giving nitroglycerine sublingually as needed to 
to prevent the pain, and 
aminophyllin or peritrate by mouth and preferably 


relieve and also 


alternating them in periods of one or two weeks, 
and by restricting the activities so as to avoid 
bringing on the pain. If the pain becomes more 
severe or more readily induced, a period of rest 
and administration of anticoagulants may be 
indicated. 

Coronary insufficiency is a term applied to 4 
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degree of coronary narrowing more severe than 
that of angina pectoris. The pain is similar in 
Jocation, but more prolonged and not, relieved by 
rest or by nitroglycerine. It may be accompanied 
by electrocardiographic changes of myocardial 
ischemia such as the appearance of prominent 
S-waves, depression of the RS-T segment or 
alterations in the T-waves, but the Q-waves of 
myocardial infarction do not appear. 
leukocytosis, shock and pericardial friction rubs do 
not follow. There is, therefore, evidence of severe 


Fever, 


coronary insufficiency and myocardial ischemia, 
but evidence of myocardial infarction is lacking. 
Treatment includes a period of rest, demerol or 
morphine, atropine, aminophyllin by vein, oxygen, 
and unless some contraindication is present, a few 
weeks of anticoagulant therapy in the hope of 
preventing thrombotic occlusion of the narrowed 
coronary artery, at least until collateral channels 
have developed. In both angina pectoris and 
coronary insufficiency the prognosis must be 
guarded, as either may be the forerunner of myo- 
cardial infarction. 


Acute myocardial infarction is poorly tolerated 
as a rule by the elderly as compared with those 
who are younger, in spite of the greater oppor- 
tunity for the development of collateral channels 
when narrowing of the coronary arteries has 
progressed gradually over a long period of time. It 
is, of course, most serious, especially if it is a 
second or third attack. The pain is usually sub- 
sternal; it is commonly severe, but may not be 
pronounced. It is commonly accompanied by shock 
which is best treated by digitalis if pulmonary rales 
and cyanosis appear and by slow intravenous ad- 
ministration of l-norepinephrine if there are no 
rales in the lungs,*** and by oxygen in either event. 
Other measures include rest, demerol or morphine, 
atropine, and aminophyllin intravenously. — Fre- 
quent premature beats call for quinidine and 
auricular fibrillation or cardiac failure for digitalis. 
The diet should be light. Constipation is best dis- 
regarded for the first few days, but if it causes 
distress, a small tap water enema may be given. 
The bedside commode is usually better than the 
bed pan for moving the bowels. For the first few 
days, at least, the patient should be strictly con- 
fined to bed and spared all unnecessary exertion; 
he should have adequate nursing care and he 
Should be fed. Complete bed rest is not well 
tolerated by the elderly, and the patient should 
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be got up into a chair for a part of the time as 
soon as his condition permits. Anticoagulants 
should be given in all but the mildest attacks. 
Convalescence should be gradual and prolonged. 
Attention should be given to counteract the 
anxiety and depression which so often accompany 
myocardial infarction. 


Older people with circulatory disorders some- 
times have other diseases which influence the 
progress of the circulatory condition. For example, 
a crippling arthritis might prevent the strenuous 
physical exertion which might overtax a diseased 
heart or cause intermittent claudication. Ab- 
dominal disease and particularly gall stones might 
cause reflex constriction of the coronary arteries 
by means of the so-called viscerocardiac reflex.*:”»*® 
The resulting reduction in coronary blood flow 
might cause a pronounced increase in the severity 
of angina pectoris. In such instances and in spite 
of the greatly increased risk, cholecystectomy may 
be indicated, and it often results in gratifying im- 
provement in the cardiac symptoms. Elderly 
people with heart disease and especially those with 
angina pectoris or aortic stenosis are poor risks 
for surgery. Older people without heart disease, 
who have only the normal changes of senescence, 
are usually satisfactory surgical risks, although it 
should be kept in mind that their cardiac reserve 
is diminished and that they are less tolerant of 
stress. 


Summary 


In this brief discussion of the circulatory diseases 
of old age an attempt has been made to emphasize 
those features of circulatory disease which are of 
special interest or importance in the elderly, rather 
than to describe the various cardiovascular con- 
ditions which occur in the aged. Arteriosclerosis 
is the major disease of old age, and its cerebral 
and cardiac manifestations are most serious. It is 
a disease and not a normal change of advancing 
years, and there is hope that it may eventually be 
brought under control. 
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Periodic Health Appraisal 
in the Aged 


By W. S. Reveno, M.D. 
Detroit, Michigan 


H EALTH appraisal in the aged is more com- 

plex than in younger people and requires 
more effort and a greater display of skill in its 
performance. The elderly patient is less com- 
municative, diagnostic data are less abundant and 
less definite, and the probability of several dis- 
eases, each independent of the other, is greatly 
enhanced. 
exclusively in the period of senescence yet a great 
many disturbances augment with age or change 
their clinical manifestations at this period in life. 
Much greater effort must therefore be made by the 
examiner to promote better understanding and 
confidence and to broaden his concept of the 
changes induced by aging on the mind and body. 


Few if any affections are met with 


Proper Attitude of the Physician 


One of the first hurdles that must be overcome 
is the attitude of the physician himself. Too often 
the approach is one of overweening tolerance to- 
wards an unwelcome task, screened behind a 
diplomatic expression of comforting but mis- 
applied generalities. Or, the irritation at his own 
insufficiency makes the attitude of the less con- 
siderate doctor gruff and abrupt. In either event, 
the rapport with the patient is immediately ended, 
for the aged are keenly aware of their short- 
comings and the general tendency to brush them 
off as persons of small importance. It takes tact 
and sincerity to bring them out of their shells, and 
the slightest evidence on the part of the examiner 
that their cause is lost increases their rigidity and 
reduces co-operation. Many elderly people harbor 
the belief that little can be done for them and it 
is preferable not to discuss prognosis or at least 
to treat that phase of the subject lightly. It is 
better to delimit the area of the specific problem 
and to deal objectively and optimistically with 
the disorder that may be disclosed. 

Another important obstacle is the impairment in 
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the various functions such as sight, hearing and 
ready comprehension which make history taking 
a time-consuming, painstaking task. Here again a 
cheerful, relaxed approach carries a high yield 
in confidence and fosters the friendship that is so 
essential for proper treatment. In a sense, both 
patient and doctor are involved in a losing game, 
and good sportsmanship demands that at least the 
latter act as if he liked the game rather than to 
display futility. 

In evaluating the psychic make-up of the 
patient, it is well to remember that the elderly 
have individual personalities and need individual 
handling. Most old people exhibit evidence of 
psychic decline. Poor memory is an early change. 
Names, words and associations fail to come readily; 
retention slackens; fresh impressions fade rapidly; 
understanding and adaptation to new circum- 
stances are inadequate. 

Old age lends highlights and caricature to the 
inherent facets of the personality. Distinctive 
characteristics are thrown into high relief by re- 
laxing inhibitions. The uncommunicative become 
laconic, and the loquacious become garrulous. 
When there is confusion, aphasia or psychosis, 
there is difficulty in effective understanding which 
often results in antisocial behavior. 


History and Physical 


When a detailed history has been obtained, the 
significant subjective evidence should be tabulated. 
The examiner is then ready to proceed with the 
physical examination. Here the accepted norms 
for younger people must be modified and 
broadened. The sights must be reset, for now 
there is atrophy in contrast to growth in the 
earlier decades; involution as opposed to evolution. 
Individual organs however do not obey this uni- 
versal law—for example, the thymus involuting in 


‘childhood and the brain ceasing its physical 


growth after puberty. | Within the metabolic 
processes there persists a small degree of irreversible 
change and a slow but steady accumulation of 
regressive factors. This results in a gradual loss 
of efficiency, often accompanied by atrophy or 
loss of structure. 


Skin 


The skin is loose, wrinkled and thinned, the 
folds become accentuated and the fatty parts are 
flabby. In the male, fat is deposited in the lower 
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half of the abdomen while the legs remain lean. 
In the female, obese masses accumulate on the 
hips, thighs and ankles. Dryness of the skin, 
scaling, atrophy and pigmentation, yellowing and 
thinning with visibility of the cutaneous blood 
vessels are common changes. Senile keratoses be- 
come numerous, vessels dilate, the hair whitens 
and thins, and the nails turn lusterless and brittle. 


Skeleton 


Posture is affected by alterations in the chest 
and modifications of the spinal column. Older 
persons are shorter and lighter not only because 
of increasing curvature of the spine but through 
atrophy of the intervertebral discs and flattening 
of the plantar arches. The center of gravity, 
moved forward by the thoracic kyphosis, is counter- 
balanced by ‘a- lumbar lordosis and a shift of the 
pelvis horizontally. As the skeleton stiffens, this 
effort becomes ineffective and there is. over- 
leaning forward with some compensation attempted 
through bending of the knees. 

Bone atrophy begins in the flat bones and with 
increasing years and lessened activity spreads to 
the long bones. Joint cartilage is altered and the 
costal cartilages calcify, diminishing thoracic ex- 
cursion. Arthritis deformans, common in the 
spinal columns of old people, results from stress, 
strain and abuse through the years. 

The skeletal structure thus requires careful 
evaluation if the patient is to be spared disable- 
ment from postural and joint changes and possible 
fractures because of impoverished bone structure. 


Vision and Hearing 


Detection of visual defects is highly important 
since these account for slowing of performance 
when sequential movements are attempted. Since 


the elderly lean heavily on vision in even simple 
actions, every attempt should be made to evaluate 
this function. 


Failure in hearing is present commonly enough 
to warrant at least a gross test, with more precise 
evaluation if impaired, so that corrective measures 
may be tried. 


Head and Neck 


The condition of the teeth and gums should be 
noted as well as the looseness of dentures, for the 
jaws tend to shrink. All of these factors have a 
bearing on nutrition since they influence chewing, 
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digestion and the chealth of: the stomach and 
intestines. 


Limitation in movement of the head and neck 
is often due to cervical spondylitis which may also 
cause headaches. Lymphadenopathy, tumors of 
the salivary glands and changes in the thyroid 
should be searched for. Audible gurgling on 
swallowing, double swallowing and_ regurgitation 
of food direct suspicion to a possible Zenker’s 
diverticulum. 


Thorax 


With advancing age the thorax becomes emphy- 
sematous, muscularity diminishes, and the muscles 
of the neck and sides of. the chest stand out 
prominently. The thoracic cage tends to approach 
the pelvis and diminishes the length of the ab- 
domen, which, especially in corpulent men, extends 
forward outlined by the depressed lower-most ribs. 

Emphysema of the lungs is a very common senile 
change and is one of the chief causes of lowered 
physical capacity. It is a very important factor in 
the development of senile tuberculosis, a disease 
which should always be suspected in old people 
when they have a cough or lose weight. This 
disease occurs in two forms: (1) from exten- 
sion of a previous infection, and (2) from break- 
down of lymph nodes which formed part of 
the childhood primary complex. Lowered re- 
sistance, emphysema, circulatory deterioration and 
hypersensitivity are responsible for spread of this 
infectious process. 


Bronchial carcinoma is another lesion of rela- 
tively high incidence jn the aged and should be 
kept in mind when searching for a cause of cough 
and weight loss. 


In normal aged persons the heart atrophies and 
becomes smaller as do other organs. 


Brown atrophy or lipochromic pigmentation is 
the most obvious cardiac modification. Atrophy of 
cardiac muscle is away from the base so that the 
papillary muscles veer toward the apex. The fi- 
brous rings dilate and the venous ostia enlarge. 
The coronaries alter early. 

When pathologic changes predominate over 
senile atrophy, the heart usually weighs as much 
as in persons of middle age. Changes in the valves 
are most common in the aortic leaflets where cal- 
cification and stenosis, with the characteristic mur- 
mur, take place. Tortuosity, widening, and the 
presence of calcium plaques are responsible for 
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the systolic murmur heard over the entire pre- 
cordium. The diagnosis of mitral insufficiency in 
old age is difficult to establish without supplemen- 
tary features. 


The most common disturbances in rhythm are 
extrasystoles and auricular fibrillation and these 
can usually be recognized without recourse to the 
electrocardiogram. Mild degrees of decompensa- 
tion should be suspected when there is shortness of 
breath in the recumbent position; moist rales are 
found at the lung bases, particularly the right; the 
liver is palpable and tender; and there is pitting 
edema of the legs. 


The degree of cardiac reserve should be deter- 
mined by the response to exercise. 


Abdomen 


In the examination of the abdomen, peristalsis 
may be readily evident and the pulsation of the 
abdominal aorta easily felt if the wall is thin. The 
solid organs are normally no more palpable than 
in younger people because of their shrinkage. Me- 
teorism is fairly common, and, because of consti- 
pation, fecal masses may be palpated in the lower 
left abdomen. Hernias, both inguinal and femoral, 
should be looked for in both men and women. Pal- 
pation and percussion of the suprapubic area 
should always be done because of the frequency 
of retention and incontinence; and it should be 
kept in mind that silent chronic cystitis is com- 
mon in old age, especially in women. 


Perineum 


In the anorectal region hemorrhoids abound, 
and polyps and rectal prolapses are common. Fis- 
sures and fistulas, while not as common, may also 
be present. Digital examination is always indicated 
and is particularly important in determining the 


condition of the prostate gland which is enlarged. 


in four out of ten senile males. Finally a procto- 
scopic examination should be carried out for visual 
inspection of the rectum. The genitals in the male 
may show hydrocele, varicocele, testicular tumors 
and epididymitis. Tinea of the perineum extend- 
ing to the perianal area may also be found. In the 
female, excoriation of the surrounding skin from 
urinary irritation, relaxation of the perineum with 
rectocele, cystocele and procedentia are often pres- 
ent. Atrophy of the vaginal mucosa with kraurosis 
and increased tissue friability, urethral caruncle 
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and narrowing of the vaginal vault are common 
findings. Bimanual examination is often difficult 
for these reasons, as is inspection by speculum. The 
cervix is usually small and the fundus normally 
much reduced in size. Diligent search should be 
made for ovarian cysts and tumors. 


Extremities 


The extremities should be inspected for muscu- 
lar changes, joint mobility and deformity, condi- 
tion of the skin, its temperature and color, varicosi- 
ties and edema. It is important to palpate for the 
pedal arterial pulsations even though loss of the 
dorsalis pedis pulse has a diminished value in older 
people. It is significant when one leg is found pale 
and cool and the contrast is emphasized after ex- 
ertion and by the appearance of cyanosis. 

The patellar and achilles tendon reflexes, as well 
as the vibratory sensation, should be determined 
routinely. 


Laboratory Studies 


After completion of the physical examination 
certain minimal laboratory procedures are in or- 
der. These consist of tests essential to every diag- 
nostic study and those indicated for further evalu- 
ation of findings disclosed by the examination. The 
first of these should include a urinanalysis, com- 
plete blood count, blood Kahn, fasting blood sugar 
and non-protein nitrogen, basal metabolic rate, a 
Papanicolaou smear in women and a chest x-ray 
film. An electrocardiogram is desirable, if facilities 
are available. Special tests that may be required 
are glucose tolerance, kidney function, gastric an- 
alysis, sputum and stool studies. More extensive 
x-ray studies are of course to be made when in- 
dicated. 


Advice to the Patient 


With the survey completed and summarized, the 
final step is to explain the findings and their im- 
plications to the patient and those immediately 
responsible for his care. Here, as at the first con- 
tact, the physician must be mindful of his manner 
and speech lest he underline the suspicion in the 
patient’s mind that there is little or no hope. Op- 
timism is a part of therapy and must be main- 
tained even though only relief can be offered. 


(Continued on Page 573) 
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The Physician’s Role in 
Community Health Programs 


By Vlado A. Getting, M.D. 
Ann Arbor, Michigan 


UCH has been said about the aged and about 

illness of the aged. It must be apparent to all 
that the problems of the aged are polyvalent and 
require the services of the entire resources of the 
community. 


Perhaps it would be well at this time to define 
two separate but overlapping groups of oldsters. 

First, there are the aged, of whom there are 
about 14,000,000. We have learned that by 1975 
those over sixty-five years of age will number about 


20,000,000. 


The second group are the chronically ill and 
disabled. In this group, characterized by a disabili- 
ty of three months or more, 26 per cent are below 
forty-five years of age. Another 34 per cent are 
between forty-five and sixty-five years of age. Thus 
60 per cent of prolonged illness is found in the 
younger age group. Only 40 per cent of prolonged 
illness is found in the over sixty-five age group. 


It is this 2.1 million of the fourteen million 
people over sixty-five years of age that are the 
overlapping portion of the two groups. They are 
both aged and chronically ill. However, it is esti- 
mated that if a person is able to reach age sixty 
without chronic illness or disability, then the 
chances are one in four that within the next five 
years he will require medical care for the remain- 


der of his life. 


As physicians we must recall that aging is not 
a disease, nor is it necessarily accompanied by any 
specific disorders or illness. Many older people 
have no clear-cut disease, or they have a disability 
with which they have learned to live. Therefore, 
in health services for the aged we must concen- 
trate on the normal, or apparently well individual 
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rather than on the person with a disabling dis- 
ease. Important as specific diseases and disabili- 
ties are to the health of older people, we must 
make a distinction between the control of these 
diseases and a program of health maintenance in 
the later years. We must determine instead the 
kind of health guidance which will enable older 
people to live their lives in reasonable security, 
satisfaction and health. 


As physicians we have a double responsibility 
in developing a program for the maintenance of 
health of the aged. First, as private practitioners 
we have obligations to the individual patient. The 
pediatricians, and more recently, the obstetricians 
are showing us the best way to discharge our ob- 
ligation to our patient. 


Health Supervision as Well as Therapeusis 


It is not enough to treat the patient when he is 
ill. Unfortunately, our medical schools have only 
recently accepted the responsibility of teaching 
health supervision. Many practitioners are not 
vitally interested in health supervision. A short 
time ago I addressed a woman’s club on a health 
subject urging them to obtain regular health ap- 
praisal for themselves and their families. A few 
months later one of the women came to my office 
with this story: 

“After weeks of argument I finally persuaded John, 
that’s my husband, to see our family doctor. John’s just 
sixty-five and about to retire, and I thought he should 
have a thorough check-up. John went to see the doctor 
but he got no check-up. The doctor called John into his 
office and asked him what was the matter. My husband 
replied: ‘Nothing, doc, my wife just wanted me to come 
in and get a check-up.’ The doctor then told my hus- 
band, ‘Why, John, get out of here, stop wasting my 
time; you don’t need a doctor.’ ” 

Unfortunately this is not an isolated instance. 
Physicians must realize the need for providing their 
regular patients health supervision as well as 
therapeutic medicine. However, as much as we 
would like to see every person benefit from regular 
physical evaluation, there are not enough doctors 
to render this service. 


A method must be developed to refer those per- 
sons who, though apparently well, may have un- 
recognized disease or disability. Such a method is 
now under evaluation in several parts of the coun- 
try, including Michigan. It is the multiple screen- 
ing process, whereby at a single visit to the private 
physician’s office or to a clinic, a technician can 
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apply a battery of screening tests that have been 
proved effective. 


While it has been argued that the multiple 
screening procedure may give the patient a false 
sense of confidence, this argument is no reason 
to turn down the method. What case-finding pro- 
cedure, what diagnostic test is perfect? Each has 
its limitations. It is important for both the physi- 
cian and the patient to know the limitations of the 
diagnostic or screening procedure. Indeed, an ex- 
tensive and expensive diagnostic check-up may 
give a false sense of security. If after as complete 
a work-up as possible, a patient who has been de- 
clared as free of disease falls dead as he leaves 
the doctor’s office, we do not say that the exam- 
ination method is worthless. Both diagnostic pro- 
cedures and the screening procedures have their 
places. Each has its limitations and each can be 
abused. However, the multiple screening tests can 
bring into the physician’s office early unrecognized 
cases of both acute and chronic illness. Through 
the application of diagnostic procedures the physi- 
cian can then determine the presence of the dis- 
ease in its most vulnerable stage, thus giving the 
patient the best chance for recovery. Thus, the 
prevention of progress and complications of dis- 
ease or disability is made possible. 


Oliver Wendell Holmes was not only a famous 
author but a professor at the Harvard Medical 
School. After addressing a woman’s group on a 
health subject, he was asked by an older woman: 
“Dr. Holmes, what can I do to live as long as 
possible?’ He replied, “Get an incurable disease 
and take good care of yourself.” 


Robert Munroe in his Geriatric Clinic at the 
Peter Bent Brigham Hospital in Boston found 
that a frequent precipitating factor in the bringing 
of aged persons into hospitals is dietary deficien- 
cies. Malnutrition often exacerbates existing physi- 
cal ailments. There are many reasons known to all 
physicians why oldsters fail to eat a balanced diet. 
A physician’s guidance is necessary not only for 
a suitable diet to prevent malnutrition, but for the 
many other aspects of maintenance of good health 
including the prevention of home accidents, and a 
sense of physical and social well being. 


Referral to community Para-medical Services 


The physician has the responsibility of making 
available to his private patient those para-medical 
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services which are available in his community, 
Among these are: 


1. Diagnostic tests at hospitals and clinics, on a fee 
or service basis. 


2. Bedside nursing in the home from the Visiting 
Nurses Association. 


3. Physical therapy likewise from the Visiting Nurses 
Association. 


A study of cerebral hemorrhage patients in nursing 
homes in Quincy, Massachusetts, revealed that over 
50 per cent of these patients had become bedridden 
because of inadequate physical therapy. With proper 
care most of them could have been up on their feet, 
many able to care for themselves and some could have 
returned to gainful employment. 


4. Speech therapy. 
5. Medical social work. 
6. Occupational therapy. 


7. Home keeper services. This enables the patient to 
stay at home and prevents the breaking up of the home 
when the housewife is ill. 


By far the largest majority of oldsters (about 85 
per cent) are in their own homes. 

When sick they should be treated at home when- 
ever possible. Each physician should know all of 
the community services that are available to his 
patient. 


Community Facilities 


The local health department and the Commv- 
nity Health Council, a health division of the 
United Community Services, can tell the physician 
what services are available and how his private 
patient can obtain these services on the physician’s 
prescription. 

It is also the responsibility of the physician 
to help plan, develop and operate these para- 
medical and health services: (1) as a member of 
advisory committees, (2) as a member of the 
board of directors, (3) as a speaker before lay 
groups, (4) as a spokesman before public appro- 
priating bodies to enable the health department 
to develop proper facilities. 

There are many services which the health de- 
partment makes available to the private practi- 
tioner in the treatment of his patients. Other serv- 
ices are offered by voluntary health agencies. While 
there is considerable variation in services offered 
by local health departments, almost all undertake 
extensive health education programs designed t¢ 
bring the patient into the doctor’s office for early 
diagnosis, for treatment and for preventive pro 
cedures and health supervision. 
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Many communities have developed case-finding 
programs—screening programs: chest x-ray, blood 
tests, urine tests, et cetera—all designed to bring 
the patient for diagnosis and treatment to the doc- 
tors office. 
teach people not to take good health for granted, 
but urge families to select a family doctor and use 


These procedures are intended to 


him in times of health as well as in times of sick- 
ness. The answer to the health maintenance needs 
of the aged and the medical care needs of the 
chronically ill are in the hands of the family doc- 
tor, a member of a community team working to- 
rether toward the same objective of better health 
for all adults, and a happy, contented zenith in 
old age. 


Pre-payment Insurance for Oldsters 


One of the needs of the aged and chronically 
ill patients is pre-payment insurance for hospital 
and medical care of prolonged illness. Such a 
program has been initiated in Massachusetts as a 
supplement to the regular Blue Cross-Blue Shield 
package. Methods must be found whereby people 
who retire can continue to participate in pre-pay- 
ment plans. In this way they can preserve their 
slf respect and continue to depend upon their 
family doctor for care. This not only affords them 
greater security, but confidence, and thus a more 
favorable chance for better results. Physicians 
should assume leadership for the development of 
these plans and cheerfully participate in their op- 
eration. 


Home Care 
Bricks and mortar are not the answer. Institu- 


tionalization of many oldsters is but the path to 
rapid vegetation, deterioration and premature 
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death. The building of large infirmaries and 
homes for the aged in the country is the putting 
aside of the chronically ill and the aged where 
they can die apart from the community. 

The place of the chronically ill is at home under 
the care of the family doctor with para-medical 
care such as bedside nursing and physical therapy 
being supplied by community agencies. If hos- 
pitalization is necessary, this should be provided in 
a chronic wing of the community hospital. 

Living at home, the chronically ill patient is 
among his loved ones; he is happier and his 
chances for recovery are speedier. Moreover a 
happy, busy oldster, who has a place in his home, 
is much too busy to be sick and his troubles re- 
main little ones. He has a place in the world. He 
is needed and can’t afford to be sick. 


Conclusion 


The physician has a dual responsibility to the 
aged and the chronically ill. First, as a family doc- 
tor he must offer health supervision as well as 
medical care. He must make available to his pri- 
vate patient such para-medical services:as will be 
necessary and as are available. 

Second, the physician must assume leadership 
for the planning, development and operation, not 
only of health facilities, but all types of programs 
for the aged. Physicians are encouraged to accept 
positions of responsibility in community organiza- 
tions so that the efforts of an enlightened citizenry 
combined with the leadership of the medical pro- 
fession may lead to a new era of development in 
community health services for our senior citizens. 
Then, indeed, combined with other programs for 
the aged, can the goal of living through the latter 
years gain new meaning and purpose. 









Program Committee, appointed the following Sub- 
committees : 


Rehabilitation Subcommittee—Kathryn Mc- 
Morrow, M.D., Chairman, Detroit; R. R. Barber, 
M.D., Detroit; D. L. Block, M.D., Detroit; C. 
Robert Dean, M.D., Detroit; Edwin DeJongh, 
M.D., Detroit; Robert E. Fisher, M.D., Bay City; 
B. I. Johnstone, M.D., Detroit. 


Information and Lay Education Subcommittee. 
—Sidney Chapin, M.D., Chairman, Dearborn; 
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HEART BEATS 
(Continued from Page 534) 


Sibley W. Hoobler, M.D., Ann Arbor; Robert 
Mason, M.D., Birmingham; Kathryn O’Connor, 
M.D., Detroit; Henry L. Smith, M.D., Detroit; 
Mrs. Hugh Wilson, Ann Arbor. 


Professional Education Subcommittee —Warren 
B. Cooksey, M.D., Chairman, Detroit; Paul S. 
Barker, M.D., Ann Arbor; Douglas Donald, M.D.. 
Detroit; Gordon B. Myers, M.D., Detroit. 

The Michigan Heart Association is an affiliate 
of the American Heart Association and a member- 
agency of the Michigan United Fund. 
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Suggestions from the 
Conference on Gerontology 


By A. Hazen Price, M.D. 
Detroit, Michigan 


T HE medical man has been the key figure for 

generations in the preservation of individual 
as well as public health. He has been expected to 
serve on all types of boards and committees. His 
role has not always been an enviable one for he 
has been blamed if he did, and blamed if he did 
not, do the right thing. He has been in the public 
eye constantly and his deeds subject to scrutiny 
at all times. He has used all the newer methods in 
the medical management of disease so that more 
and more people are now living longer. They are 
now living to an age when cardiovascular and neo- 
plastic diseases are much more common. As a con- 
sequence, much more of his time is consumed in 
the care of patients with these diseases. He is not 
only expected to care for the sick, but also to help 
keep the well older person from getting sick. For 
this reason, an attempt has been made to develop 
certain specific suggestions which the physician 
can apply, when possible, in his own community. 


Community Committee on Aging 


In those communities which have done the most 
for the older age group, there has been formed a 
committee of representative citizens to study the 
needs and facilities at hand in that particular area. 

The physician is frequently the one who under- 
stands best the needs of the individuals, and it is 
our belief that he is the most logical person to ini- 
tiate the formation of such a study group. 


Gerontological Center 


As an outgrowth of this survey, some kind of 
geriatric center where people can go to obtain help 
and guidance may be recommended. At first, it 
could be manned by a highly respected and un- 
derstanding person in the community on a part- 
time basis. As the needs of the people are brought 
into the light, additional members may be added 





Dr. Price is chairman of the Committee on Geriatrics, 
Michigan State Medical Society. 
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to facilitate the solution of the various problems 
encountered. 


A person trained in the management of the so- 
cial and psychologic aspects will be needed as the 
center becomes larger and better known. Frequent- 
ly, this counseling center can first be located in the 
church or school with the clergyman or school 
principal as the advisor. The banker, builder, 
lawyer, librarian and physician can have a part in 
solving the many phases of the problem brought 
for consideration. Also the establishment within 
this center of a group who would serve as an agen- 
cy to help find employment with or without pay 
would be of tremendous value. Boredom would 
thus be abolished for many unhappy men and 
women. The greatest satisfaction to the individual 
is oftentimes the realization that someone is trying 
to help him solve his difficulties. 


Health Appraisal Programs 


The annual health appraisal for all persons past 
forty years of age should be encouraged for obvious 
reasons. It may prevent a great deal of future 
disability as well as provide the first contact the 
patient has with a physician. If the attitude of the 
doctor is a cordial one, the initial impression will 
be good and the first step toward a good patient- 
physician relationship will have been established. 
Confidence in the physician’s ability will develop 
if he gives a good conscientious appraisal. This 
not only includes a satisfactory history and physical 
examination, but also good advice regarding proper 
nutrition, control of obesity and the need for ade- 
quate rest, exercise, and recreation. 


Educational Programs 


Much has been said about the need of the older 
person conditioning himself for living in his later 
years. Consideration must also be given to teach- 
ing the younger generation how to understand and 
get along with its elders. Discussion groups for 
younger persons can be formed, at which time the 
young people can talk freely of their problems at 
home and suggestions offered for their solution. 
The families of the older person, confined to an 
old folks home, might well attend such meetings 
and perhaps come to realize that they have a real 
obligation to care for their parents in their own 
home. Parents have always assumed their respon- 
sibility toward their children but unfortunately, 
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CONFERENCE ON GERONTOLOGY—PRICE 


children do not always recognize that they have 
an obligation toward their parents. 

During these discussion periods, an excellent 
opportunity is also provided for the physician to 
develop in the minds of the younger generation 
the need of preparing themselves for the time 
when they too will be old. They must be made to 
realize that only by developing a wide range of 
interests while young can they hope to keep them- 
selves busy mentally and physically as they grow 
older. The more resources they have to fall back 
upon, the easier it will be for them to maintain 
their zest for living. 


Activity Centers 


The many phases of retirement have been dis- 
cussed and need little repetition at this time. The 
suggestion has been made that compulsory retire- 
ment might better be at seventy-five years of age 
and a sliding scale of selective retirement be de- 
veloped between sixty-five and seventy-five years 
of age. This plan has merit and deserves serious 
consideration. Whatever the retirement age, people 
must start planning a long while ahead for the 
time when they will no longer have regular work. 
When the time comes that a person has nothing 
to do tomorrow, he soon becomes very unhappy 
and mental and physical deterioration develop at 
a very rapid rate. Industry has been accused of 
turning men “out in the cold” at sixty-five years 
of age and doing nothing further for them. I am 
sure this impression developed when the law first 
became operative and at a time when the serious- 
ness of the impact was not appreciated. Now much 
greater consideration is being given this problem, 
and where possible, a sliding scale for retirement 
is being used. In big industry, this is a tremendous 
undertaking but one which can be worked out 
amicably between labor and management. The 
greatest advance will be made when both big and 
small industry gears its work in such a way as 
to provide the older worker with some simple, 
full- or part-time employment. This will fulfill the 
great desire on the part of everyone to continue 
to have a part to play and to feel that his services 
are needed. 


In some of those communities where large manu- 
facturing concerns are located, the unions have 
assumed a great deal of responsibility toward the 
retired worker by providing “drop-in day centers” 
for recreation and hobby type of occupation. This 
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relieves much of the boredom and lonesomeness 
which tends to breed discord in the home, as well 
as prevents many psychosomatic illnesses. The 
physician has been caring for those persons re- 
ceiving old age assistance and will now give those 
retired workers living on a pension the same con- 
siderate care. In some areas, however, a large per- 
centage of his practice is made up of these patients 
and his remuneration is frequently inadequate. He 
can be depended upon in most instances, however, 
to co-operate with the union in their efforts to 
help the disabled retired worker. Through the ef- 
forts of the County Geriatric Committee, a closer 
relationship should be worked out between the 
physician and the union in each community, so 
that these individuals will receive proper medical 
care. 


Living and Care Arrangements 


Physicians should consider it their duty to be- 
come thoroughly familiar with all the nursing and 
boarding homes in their community as well as the 
larger homes for the aged. Many of them are be- 
ing well operated, others deplorably so. If we sig- 
nify our willingness to co-operate with the opera- 
tors or superintendents to improve their facilities 
for housing or patient care, it would be to the ad- 
vantage of everyone concerned. The Association 
of Approved Nursing Homes in this state is en- 
deavoring desperately to improve the standards of 
each of its members. To this end, courses for 
nursing home operators in the various aspects of 
management are being conducted throughout the 
state. A two-day institute and workshop likewise 
is held each year to give the operators a better 
understanding of what their role should be in the 
community. 

The various auxiliary groups and service clubs 
in each area may well have the improvement of 
these homes as one of their projects, so that the 
stigma heretofore attached to them will be re- 
moved. 

As one visits the various homes for the aged, 
the one outstanding need is that of an adequate 
program to occupy the residents. A few people 
have natural sufficient initiative to keep themselves 
busy but most of them will just sit and wait. The 
Jewish Home for the Aged in Detroit has accom- 

(Continued on Page 590) 
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Senescence, an Eyeful 


By John M. Dorsey, M.D. 
Detroit, Michigan 


“Old age, on tip toe, lays her jeweled hand 
Lightly in mine. Come, tread a stately measure, 
Most gracious partner, nobly poised and bland.” 


GEORGE SANTAYANA 
Minuet on Reaching the Age of Fifty 


HIS report, as its title and sub-titles bear wit- 

ness, rests its case on views, instead of logic or 
argument. The basic principles of healthy aging 
to happy sagehood arise from the American views: 
(1) everyone must live all of his life alone,* and 
(2) healthy happiness is guaranteed for every- 
one’s succeeding age only if it is cultivated by the 
preceding one. Health education, preventive med- 
icine, is an improvement upon the Chinese system 
of paying the doctor only so long as health pre- 
vails. 

Once this true and patriotic account of human 
identity is seen clearly, it then becomes evident 
that every aged one must and can help himself, 
and that all programs and projects of another one 
to help him are entirely beneficial, and vitalistic, 
but for that other one. The “force of habit,” is 
wisely credited for its directive power in the defini- 
tion second nature. One’s habit of mind may be 
a health sustaining force or it may support per- 
sonality dilapidation, well termed “habit deterio- 
ration.” God helps him who helps himself. De- 
votion to the possibility of self help enables each 
person to cultivate habits of (1) reassuring appre- 
ciation that only he can be the author of his own 
ongoings and shortcomings, (2) empowering re- 
sponsibility for animating his life-long capacity for 
helpfulness, and (3) pleasurable self-esteem nat- 
urally associated with his recognized self-interest 
and self-care. 


The healthy study and practice of one’s self in 
medicine concerns itself solely and wholly with 
life of the physician. The 
“healthier than thou” quackery is renounced quite 
as wholesomely as is the “holier than thou” hy- 
pocrisy. This report considers the health benefit in 


ameliorating the 





*“Alone” means both literally and figuratively “all 
one,” and “all one’ means free. 
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the renunciation of the two temporal disorienta- 
tions: “Older than thou” and “younger than 
thou.” The American physician’s devotion to 
equality makes no health, race, religious, sex, or 
age discriminations. The American patient asks 
to be treated as an equal. The American judge 
hears and sentences his criminal as himself, the 
American clergyman ministers to his parishioners 
as himself. To see one’s “old” and “young” fellow- 
man as one’s own living of each age, is to take 
a larger and nobler view of one’s own humanity. 
There is only one way to pay true respect to every 
age, namely, to view it with the American feeling 
of equality. 

No matter what his age everyone is always a 
complete person. Youth is all youth, neither half 
a man nor twice a child. The “young” one is 
wholly living his individuality, not preparing to 
live it; the “old” is wholly living his selfhood, not 
remembering having lived it. Emphasis upon 
“preparation for,” is really emphasis upon se para- 
tion from, the joy of living; and may be better 
seen as a vain effort at procrastination of life it- 
self. The present tense provides the healthiest life 
tonus. The only way for me to improve each 
shining hour is to live it with the full appreciation 
that I am living me, and not attitudinizing “‘some- 
body else” or “something else,” that ever selfward 
is my constantly rewarding orientation. If the 
first of life is lived joyously for itself, then the last 
of life can be lived joyously for itself. 

The healing and strengthening habit of proper 
self-care, based upon the habit of an accurate self- 
estimate, provides a new lease on life whenever it 
is begun. Emerson observed a proportion between 
the designs of a man and the length of his life, 
describing every task as a life preserver. Yet who 
is there almost who asks himself the most vital 
question of all, “What is my design for living all 


_ of my life?” This task of observing, or recovering, 


one’s natural sense of esteem for one’s living, is 
most reliable for the prolongation of life. 

Must heredity be counted as the chief factor in 
longevity? How commonly does a person uncon- 
sciously hold it necessary, and unconsciously in- 
tend, to die at about the age when his parent of 
the same sex died? Does not my consciousness of 
this tendency in me help me to avoid the blind 


carrying out of such a fatal autosuggestion?** 





**See John M. Dorsey, M.D., “The Benefits of 
Senectitude.” Geriatrics, 10:No. 3 (March) 1955. 
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Seneca counselled “man does not die, he kills 
himself.” 

Socrates described the attainment of self-knowl- 
edge as the highest, hardest, and last of all forms 
of knowledge. If I live my last years in the under- 
privileged way of senility and, on account of their 
atrophy from disuse, I cannot animate my vitaliz- 
ing attitudes of recognized self-possession and self- 
reliance, then I must aid myself as best I can with 
my regimen of illusions prescribing “someone else” 
to do my self-helping for me. I hope fervently 
now that any such helper then will be able to 
realize fully that he is helping himself only. Every- 
one, or everything, is itself only; and that is all 
that is true and all of the truth about either one. 
However, as Emerson pointed out, “The old, who 
have seen through the hypocrisy of courts and 
statesmen, die, and leave no wisdom to their sons. 
They believe their own newspaper, as their fathers 
did at their age.” 


Perspective 


“A man is not elder because his head is gray; his age 
may be ripe, but he is called ‘Old-in-vain.’ He in whom 
there is truth, virtue, pity, restraint, moderation, he who 
is free from impurity and is wise, he is called an elder.”’} 


THE DHAMMAPADA 


The appreciation that everyone alive is always 


ce 


helping himself as much as he possibly can “at 
the time,” is hardly ever enjoyed. But this is the 
appreciation that one must begin with, if he would 
succeed in helping himself further. 

It is impossible to be alive and “give up,” liv- 
ing itself being tenacious self-help. Always my 
feeling that another one has “given up” is the 
displacement of my own giving up my further 
effort to find his way of helping himself. All so- 
called “giving up,” of a live man, is really his 
falling back upon a securer stronghold for living 
himself with greater comfort. The joy of living a 
healthy life involves attaining (1) what is enjoy- 
able and (2) what is healthy. Care in living up 
to both prerequisites insures longevity. 

A life of kindness to one’s fellow man in the 
spirit of devotion is healthier than kindness felt as 
“self-sacrifice.” In every unfoldment of my devel- 
opment, treating my neighbor as myself is health- 
ier for me than treating my neighbor as not my- 
self. Alert self-vigilance, presence of mind, is the 


‘The Dhammapada. The Wisdom of China and 
India, by Lin Yutang. Random House, 1942. 
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price of eternal youth. A man is really as old as 
his mind’s eye. The self-observer who can see that 
every “giver” creates also his own “receiver,” and 
that every “receiver” creates also his own 
“giver’—that one seer can love his neighbor 
as himself. 


The healthy oldster does not “become” self- 
centered, rather he finds himself as a distinct ex- 
istence, appropriately self-centered and _self-cir- 
cumferenced. It is the person who does not rec- 
ognize that his life is all about himself who does 
not have his wits about him. ‘May every one at 
every age, including his process of dying, continue 
his conscious purpose of rescuing himself from 
deadly automatism, by habitually honoring the 
genetic dynamic worthiness of his lifelong devel- 
opments. Dean Stanley E. Dorst of the Univer- 
sity of Cincinnati College of Medicine upholds 
the comprehensive view of medical study and 
practice as amounting to the physician’s way of 
life.t Osler saw his medical profession similarly 
as his own personal living. Dr. George H. Preston, 
successfully retired, has written a helpful book, 
entitled “Should I Retire.”’§ Each of us physi- 
cians, wittingly or not, assumes a medical respon- 
sibility to grow old himself and thus report first- 
hand the benefits of senectitude. 


The Long View 


“Old and young, we are all on our last cruise. If 
there is a fill of tobacco among the crew, for God’s sake 
pass it round, and let us have a pipe before we go! 

“Indeed, by the report of our elders, this nervous 
preparation for old age is only trouble thrown away. 
We fall on guard, and after all it is a friend who comes 
to meet us. After the sun is down and the west faded, 
the heavens begin to fill with shining stars. So, as we 
grow old, . . . this period for which we are asked to 
hoard up everything as for a time of famine, is, in its 
own right, the richest, easiest, and happiest ‘of life.”° 

Rosert Louis STEVENSON 


There follows a description of the way I see 
my aging self. The report is offered as one contri- 
bution to the rapidly growing science of gerontol- 
ogy, but not at all as an example. To the extent 
that my reader may find himself in his reading, 
my intention is realized. Possibly this self sketch 
may also serve as clinical material in that it covers 
much of its writer’s case history. I feel certain of 


$Journal of Medical Education, December, 1954. 

§New York: Rinehart and Company, Inc. 1952. 

°Crabbed Age and Youth. New York: Charles 
Scribner’s Sons, 1911. 
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the three self-evident truths: (1) I have grown 
only, but all of, myself; (2) I can live only, but 
all of, myself; and (3) I must do only, but all of, 
my own dying. No one else can end my life for 
me. 


Greatly needed are more astute tributes to the 
greybeard such as this one of Henry Ford, the man 
who sensed the “self” possibilities in the well 
named “auto”: “You take all the experience and 
judgment of men over fifty out of the world and 
there wouldn’t be enough left to run it.” Hope- 
fully, which is one way of saying “medically,” the 
foggy view “consolation of old age” will clear it- 
self as the ever-augmenting joy of living now 
streaming along as divinely as ever. Ralph 
Barton Petty enjoys a heroic view of natural aging 
as a continuum of awakening to attainment of 
ever greater heights of human excellence: 


“There is one idea that will, I think, carry us a long 
way, if we can only get it accepted. We must distin- 
guish between deadness and length of life. After all, 
we don’t say that a youth of eighteen is less alive than 
an infant of three weeks, though he is much older. 
Some individuals are born dead and remain dead. Some 
individuals are born with a low degree of vitality and 
grow more alive with the years. Between physical birth 
and physical death there is no fixed point at which 
men can be said to reach the maximum of liveliness. 
It behooves us, then, as elders, to take the view that 
the course of years is a passage from less to greater 
vitality, from inertness to activity. We can prove the 
idea by applying it, so that it comes back in the end 
to what you and I are going to do with our years. 


“Whether a man shall live toward the past or toward 
the future, is for him to decide; and he can change 
his mind as often or as late as he likes. Time extends in 
both directions, and neither is ever closed. Let us, 
therefore, consider every anniversary as the opening of a 
new chapter, rather than as the closing of an old, and 
our many years gone by as an accumulated capital to 
invest in the years to come. 


“This is only a special application of a very general 
idea, which I think it is now timely to proclaim. Every 
form and every stage of life has its own gifts, and its 
own pride. There is a pride of youth, and I would not 
have it one whit abated. But there is also a pride of 
age, which is ours if we will only affirm it. Let us 
leave off apologizing. The alternative is not boasting, 
which is only a compensation for self-distrust. But let 
us have confidence in our power, and earn our own 
self-respect and the respect of others by asking much 
of ourselves. If we expect much of ourselves we shall 
rise toward the high level of our own expectations.”* 





*Plea for an Age Movement. New York: The Van- 
guard Press, 1942. 
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In his astonishingly intrepid volume, “Senes- 
cence,’ the Nestor G. Stanley Hall records, “the 
habit of living grows so strong with years that it js 
ever harder to break it”... . “I can, at least, 
speak more honestly than I have ever dared to 
before; and if I am never read or even venture 
into print, I shall have the satisfaction of having 
clarified and unified by own soul,” and “the serv- 
ices of vigorous senectitude to our race are prob- 
ably the very greatest need of our civilization 
today.” 


My wholesome development of my old, as of 
every other, age, depends basically upon my con- 
vincing myself that it is all mine. It is this feeling 
of self-certainty with regard to all of my living 
which delivers me from painful but helpful signs 
that it is lacking, such as anxiety and depression. 
Augustness continuously profits in the evolution of 
the choicest power of self-possession, euphoric self- 
awareness. Only the conscious hold of self-pos- 
session saves one from being confounded, over- 
whelmed, and finally demoralized by the successive 
bereavements he must live through. The task of 
mourning in achieving deeper cheer is succcessfully 
accomplished through seemingly scattered self 
forces appearing as unified, from one’s strength- 
ening and healing living of at-one-ment. 


I may live a long but overly sheltered and 
narrowly conceived life, and therefore be ever 
haunted by the accurate idea that there must be 
more living coming to me somewhere, somehow; 
or I may live a long comprehensively realized ful- 
fillment of my human possibilities and thus be 
entirely satisfied in my fullness of time. As I ob- 
serve my life ever creating itself, and taking the 
course which I want it to take, my responsibility 
for my living and growing myself as I do is most 
keenly felt as personal. I do as I please, but the 


acknowledgment of that personal satisfaction 


. “weighs in” my responsibility for pleasing to be a 


long-liver or a short-liver. 

Certainly I expect my death to involve no more 
travail and discomfort than my birth, and con- 
sider the love of natural death to be man worthy. 
Also, viewing God as all, including divine dust, I 
find myself able to feel myself ‘‘a brother to the 
insensible rock,’ and view with equanimity that 
ancient tale of dust to dust. Most of all it is 
gratifying to observe and record that the appear- 
ance of diminished activity in the aging one ap- 
pears to be the issue of dispelling illusional body 
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selfness in the recognition of true mind, or if you 
will, soul selfness. In his “Ode on Solitude,” com- 
posed before his twelfth year, Pope soliloquized, 
“Happy the man, whose wish and care 
A few paternal acres bound, 


Content to breath his native air, 
In his own ground. 


“Thus let me live, unseen, unknown, 
Thus unlamented let me die, 

Steal from the world, and not a stone 
Tell where I lie.” 


As I see it, the quest for true enthusiasm over 
life will be fully rewarded when a thanatology is 
evolved which clarifies what there really is, if any- 
thing, in human nature that can die! Life can 
entify only life, not death. Since no one can see 
clearly what his present life is about, except that 
it can be only and all about himself, to have one’s 
attention preoccupied with imaginings about his 
so-called “death,” which is absent, can only -be a 
valuable sign of mental disorder. For death can 
not be lived, and even the wish to die is impossible. 
The so-called “death wish” is a misnomer of the 
wish for a different mode of existence. 


Is it not healthy for me to be able to view the 
meaning of my ending my life with the same kind- 
ness as did Whitman in his deep appreciation of 
death, “My dark mother ever-gliding near with 
soft feet?” It does seem to me that the worst 
misfortune which might befall me is that I be un- 
able to want to die. The opiate of such ignoration 
is quickly habit forming. The person fears death 
most who fears life most, and the one who lives 
himself with the realization that he has but one 
life to enjoy is the person. who, in his “waxing 
years,” is as happily satisfied as ever with the ap- 
preciation of his terminal facilities. He has dis- 
covered the disadvantage in trying to live beyond 
his means of living. Death may be defined well as 
the last act of natural self-help, consisting of one’s 
happily terminating self-help. Dryden’s lines de- 
scribe my own fitfully recurring cowardice associ- 
ated with dying, 


“O, that I less could fear to lose this being, 
Which, like a snow-ball, in my coward hand 
The more ’tis grasped, the faster melts away.” 


In my present senescence I observe that life is 
all about life, death is all about death, and that 
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neither can have any significance for the other. 
Reasoning that “life dies” is like every other kind 
of reasoning, all about itself. Once one starts re- 
nouncing his charming illusions, it is easier for him 
to renounce his fascinating judgments and reason- 
ings, so that he can rely ultimately upon his con- 
scious freedom, his self-observations, for his liv- 
ing truth. It does appear “the rule,” that one 
must face squarely his meaning of death in order 
to observe his so-called “physical body” as entirely 
his own mental construct. Force of mental habit, 
“second nature,” may find me living myself largely 
as if “out of my senses,’ but by observing my 
meanings about death I may find myself “restored 
to my senses.” 

I consider it my supreme felicity whenever I am 
able to appreciate my age and act my age. If in 
his old age Democritus did put out his eyes so that 
his mind’s eye could see better, the mutilation 
must have been a compensation for his earlier 
indulgence of his illusion that he could live “out 
of his mind.” This undispelled illusion remains 
the one and only source of mental disorder. Seeing 
it as such is tantamount to “seeing through it,” 
or “the recovering of one’s senses.” How often are 
the same kinds of observations made of the very 
old and the very young! “He sees what he wants 
to see.” “He hears what he wants to hear.” 


Except for happily living older ones dearly in 
mind, I do not see how I would be able to live 
my present age nearly so cheerfully, buoyantly. 
May every older one enjoy the awareness of his 
health contribution to his younger one, particu- 
larly by observing himself with keen pleasure as a 
doctor of life itself, specializing in the distinctive 
nature and needs of longevity. Aeschylus recorded, 
“It is always in season for old men to learn.” 
These days there is increasing ado about “happy 
retirement.” If in his work a person is not able 
to cultivate immediate life satisfaction, but rather 
a habit of postponement of his joy of living until 
his retirement, then surely when he does retire his 
habit of putting off his joy of living must take its 
toll. What is essentially to the purpose of insur- 
ing wholesome retirement living is the making sure 
of “on the job” happiness. 


Sane Sights 


“The free inquirer will discover full soon that the 
only ‘saving faith’ is a perfect trust in truth, and that 
the only real infidelity is the belief that a lie can do 
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better work than truth. He will take to heart Mon- 4. The elder seer beholds the view: Only 
taigne’s advice, and fear only Fear.”** through living my oneliness can I develop the 
Moncure D. Conway ‘ , —- ~ 

veteran viewpoint called “wisdom.” Surely the 

Everyone must create his own kind of wisdom. young one must live as he pleases, if he intends 
The following senescent scopes may be helpful in _ to enjoy his old age by living his senescence and 
accounting for the fact that the magnanimous _ senectitude in ways which please him. One must 
senescent sage escapes the onological “wising up” begin with seemingly constricted selfishness, if one 
of his younger fellow man. would extend it to include one’s all. The discour- 


















My Self as a Whole Person My Self as a Whole Person 


A = My view of 
my self 


B = My view of 
my own 
others 











Fig. 1 Fig. 2 





1. An integral part of his senescent sagacity is aging admonition, “You can not take it with you,” 
the senior’s full appreciation that wisdom is the does not apply to the dying self-conscious one. 
systematic growth and exercise of health, not in- 
formation acquired; that his life-saving self-sight 
is his personal development, not a communication. 
“We can not give conduct,” acknowledged Poor 
Richard. The enlightened oldster sees his age as 
subsuming the youngster’s age, not the converse. 


9. Every veteran of selfhood renounces logic 
and argument as having any power of persuasion 
at all, and relies for conviction only upon present- 
ing self views. The young one is incapable of 
noble service to his old one if he is incapable of 
seeing that he is his own old one, that all of his 

2. With hoary wisdom is intimately associated meanings about “old” exist only in his own mind. 
grateful appreciation of “rejection of wiser ways,” 
as being the very beginning of their development. 
The mind-conscious sage observes how continuous 
self-growth with “growing pains” is the process 
by which transcending intuitions are discovered. 
Constricted self-consciousness entails much pain- 
fully awkward living, but only in view of its re- 
stricting confines, e.g., “stage fright,” “examina- 
tion anxiety.” 




















6. The father of his father sees his fountain of 
health and strength within himself. He has ob- 
served that his own systematic self-exercise is all 
that has provided him with his well-fortified age; 
that his self-exertion is all that has kept his system 
toned up, his mind fresh and his muscles hard. 

Mental order is a simple matter of accounting 
for all of one’s living as expression of one’s self 
order; mental disorder is a simple matter of false 

3. Only the self-conscious oldster can convince . entries showing an imbalance in one’s self-account. 
himself of the inevitable defeat inherent in all The difference between the sane and insane view 
fighting, and hence renounce fighting the devil’s is such an obvious one that it lends itself to illus- 
“jgnoration” with his own or any other weapons. tration by diagram. 

Only the devil can defeat himself; and, if left Figure 1 represents my view of my inviolable 

entirely to his own devices, he negates his own _ individuality in the act of living mental order with 

nihilism. The wise old physician renounces all regard to my “others.” The individuation A com- 

“fighting” of disease or accident in favor of re- prehends its own individuation B. 

specting each for what it is worth as an indicator Figure 2 represents my view of my inviolable 

of the cost of careless living. individuality in the act of living mental disorder 
with regard to my “others.” The individuation A 

**Idols and Ideals. New York: Henry Holt and Co., . lie . 
1877. excludes its own individuation B. 
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Please note the over-all truth that Figure 2 
does and must comprehend my view of my others 
as being my own, even though its individuation A 
repudiates this truth. Please further note that it 
is the individual who does not appreciate this 
“over-all truth” who is the very one who sees his 
view of his others (B) as displaced, as having 
existence apart from his self-view (A). 


Review 


“Nature abhors the old, and old age seems the only 
disease; all others run into this one. We call it by many 
names—fever, intemperance, insanity, stupidity, and 
crime; they are all forms of old age; they are rest, 
conservatism, appropriation, inertia, not the way onward. 
We grizzle every day. I see no need of it. Whilst we 
converse with what is above us, we do not grow old, 
but grow young. This old age ought not to creep on a 
human mind. In nature every moment is new. The 
new position of the advancing man has all the powers 
of the old, yet has them all new. It carries in its bosom 
all the energies of the past, yet is itself an exhalation 
of the morning.”+ 


RaLtpH WaLpo EMERSON 
In summary, the strong and well aging mind 
may be defined as the free one which now enjoys 
its rewarding foundation of existing magnanimity, 
the ever-greatening dynamic advantages of view- 
ing all its forces as vitalizing present self-power, 
and the immense satisfactions of its economic 
investments of immediate kindness. No one sees 
more clearly than the contented aged one that 
kindness never fatigues; that unkindness, only, 
brings with it the need for repose and repair pend- 
ing the general re-establishment of the lovable 
feeling of equality; and that magnanimity is the 
only means of insight. 


7Circles. The Works of Ralph Waldo Emerson. New 
York: Tudor Publishing Co., Vol. I. 


Long enough now have I desiderated my be- 
loved Shakespeare’s low estimate of advanced 
living as “sans everything”; and my beloved Sir 
Thomas Browne’s low estimate of death as “the 
very disgrace and ignominy of our natures.” The 
healthly oldster naturally feels attractively ’older” 
in that he is more advanced and further interested 
in appreciating the more of himself he is creating. 
The virtue of honored self-possession, the elixir of 
life, is the fundamental prerequisite of all healthy 
ages. As Emerson prescribed and practiced, the 
self-devoted sect will always instruct and com- 
mand mankind, and “there can never be deep 
peace between two spirits, never mutual respect, 
until, in their dialogue, each stands for the whole 
world.” 

To grow one set of realities, selfhood, and at- 
tempt to live the set of another, is a form of self- 
deception which the human constitution cannot 
well tolerate. However, this truth must be seen 
to be appreciated as the oldest and newest truth 
of human nature. As one credits himself with 
creating all of himself, with growing his own eyes 
and their perceptions, his own hands and their 
movements, then his notions of creating “nuisance 
value” are renounced. The joy of recognized ac- 
complishment is what is most needed to chasten 
the pleasure of sightless ambition, as well as the 
grief of blind failure. There is solace in the con- 
sideration that the harmoniously developed geron- 
tic genius may be yet to come, but is already a 
foreseeable kind of advent. Conceiving prayer as 
a life line, in that it integrates the meaning of 
the divinity of man with all lower estimates, I 
offer myself the prayer: May I ever clear my 
mind’s eye to divine the ever precious growing 
self-conscious baby in my very oldest fellow man. 





PERIODIC HEALTH APPRAISAL IN THE AGED 


(Continued from Page 562) 


Summary 
Still unsolved, and challenging medical science, 
are the great problems of medicine that arise in 
the latter half of life: arteriosclerosis, hyperten- 
sion, cancer, chronic arthritis and rheumatism, pro- 
static hypertrophy, glaucoma, cataract, deafness 
and others. Until some of the answers are forth- 


May, 1955 


coming, the physician has the obligation to pre- 
vent disease or to treat it carefully if it is present, 
and to balance wear and tear by a proper regime. 
He can do this effectively through the periodic 
health appraisal, thereby conserving the vigor and 
promoting the enjoyment of survival in the aged. 
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Chronic Tearing (Lacrimation 
and Epiphora) 


Severing of the Lacrimal Ductules 


By William B. Hubbard, M.D., 
Flint, Michigan 


William C. Hubbard, A.B. 
Ann Arbor, Michigan 


HRONIC tearing is a common, aggravating, 

and at times disabling condition due to lacri- 
mation (hyperactivity of the lacrimal gland) or 
to epiphora (failure of the lacrimal drainage sys- 
tem). Troublesome tearing is more often due to 
the latter. In a good number of cases, especially in 
elderly people, the cause is difficult or impossible 
to locate.****"1*15 Sometimes several factors play 
a part. Cases of indefinite etiology are often over- 
treated by the oculist, who frequently adopts a 
wait and see attitude. Is the patient psycho- 
neurotic; does he have lacrimation due to undis- 
covered reflex irritation of the lacrimal gland; is 
there “idiopathic” hypersecretion; is the tearing 
due to laxness of the tissues in the drainage area; 
is there a mild intermittent partial stricture; if a 
stricture is it sufficiently severe to warrant further 
studies and operation; is there more than one etio- 
logical element present? These are some of the 
questions that arise and are not always readily 
answered. 

Attacking the source of the tears by severing the 
ductules from the lacrimal gland as they pass 
through the sub-conjunctival tissue on their way 
to the conjunctival surface may be done for both 
lacrimation and for epiphora. At the same time 
one may remove a portion of the palpebral (in- 
ferior or ocular) lacrimal gland. The anatomy of 
the area is not complicated and the operation is 
not difficult and can be performed by any capable 
eye physician. Comparing it with dacryocystorhin- 
ostomy, a frequently performed lacrimal sac op- 
eration, it is easier on the patient, consumes less 
of the physician’s time at the operation and sub- 





The senior author, Dr. William B. Hubbard, was 
co-author of the first American papers on ‘Experimental 
Eye Burns.” 

The junior author, William C. Hubbard, assisted in 
preparing the case reports, checking references and as- 
sembling data for this article. 
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sequently, is more economical for the patient, and 
will succeed while at times the sac operation will 


fail. 


Operation on the palpebral gland has been de- 
scribed by many authors.?*:4:1911:1%:1%:14 Jameson? 
in 1937 enthusiastically reported six cases, stressing 
the fact that the glandular tissue could be ignored 
and only the ductules severed. His operation js 
described in detail by Spaeth.** In reviewing the 
literature in 1952, Duke-Elder* lists no reports 
published in verification or disapproval. It seems 
the operation has not enjoyed the popularity it 
deserves in suitable cases. Many oculists have 
never performed it. They fear as a complication 
keratitis sicca, or “dry eye.” They perform many 
more difficult and extensive eye operations, subject 
to more numerous and more serious complica- 
tions. Even dacryocystorhinostomy for tearing 
opens ethmoid cells and may cause a sinusitis. 
Reluctance on the part of some oculists in never 
attacking the source of tears may be the result 
of textbook writers copying recommendations and 
procedures which may be inadequate or improper 
from one textbook to another. This was the case 
for a long time in the treatment of caustic burns 
of the eye’ and in describing the removal of for- 
eign bodies from the cornea.® 


It is the purpose of this paper to discuss sever- 
ing of the ductules of the lacrimal gland, with or 
without excision of a part of the palpebral lacrimal 
gland, as follows: (1) to supply facts to show 
that keratitis sicca is a rare complication, (2) to 
give indications for the operation, (3) to briefly 
discuss the operation, (4) to cite typical case 
reports. 


1. Following severance of the lacrimal ductules, 
a patient cannot express his emotions as freely 
through the medium of tears nor wash out a 


. foreign body as easily by lacrimation This does 


not mean that the eye is “dry.” Wolff?’ states 
that “in addition to the glands of Krause, goblet 
cells, which are ‘true, unicellar mucous glands, 
occur in all portions of the conjunctiva in great 
numbers. They moisten and protect the conjunc- 
tiva and cornea, so that even extirpation of the 
lacrimal gland becomes innocuous whilst on the 
other hand xerosis of the conjunctiva, involving 
their destruction, leads to desiccation, in spite of 
copious flow of tears. Parsons and Greef sustain 
this view. Furthermore instead of these “unicellu- 
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lar mucous glands” being reduced in acute in- 
flammatory conditions, they are increased.” 


No operation should be undertaken _light- 
heartedly. This is especially true in the one under 
discussion if there is trachoma or other degenera- 
tive disease of the conjunctival mucous glands. 
Such diseases are unusual in this country. Duke- 
Elder? says that “where chronic disease of the 
conjunctiva has diminished the function of the 
eoblet, mucous glands, that, as a rarity, a keratitis 
sicca may develop and cause trouble.” In other 
words, if one fails to ascertain that the patient 
has a normal conjunctiva, there is a possibility of 
the complication. The only case of keratitis sicca 
found in the author’s files which has been fol- 
lowed for some years is that of a middle-aged 
While the condition has 
annoyed her, it is not nearly so troublesome in 


arthritic woman. 
her case as would be a severe case of chronic 
tearing. Duke-Elder* goes on to say “excision of 
the lacrimal gland, or what amounts to the same 
thing, of the palpebral lobe, in the great majority 
of cases has no serious ill effects, sufficient 
lubrication being obtained from the mucous 
secretion of the conjunctival and the accessory 
glands of Krause.” 


Among others that state a “dry eye” is a rare 
Hughes® and 


Meller.'° The latter says that a “dry eye” need 


complication are  Selinger,’? 
not be feared, but states that occasionally the 
mucous secretion becomes thickened. 


If, in spite of the above data, one wishes to be 
conservative he may sever a few of the ductules 
and await results before proceeding further. 

2. Probably the most definite indication for the 
operation is an elderly person with a normal con- 
junctiva who has a severe, chronic tearing (a) 
due to lacrimation or (b) for which no actual 
cause other than aging can be found. Keratitis 
sicca would not likely develop, but should it do 
so, it would not last over a long period of years. 
Meller’® is less conservative. He advises operation 
on the source of the tears “whenever constant 
tearing is the main symptom.” Assuming the 
patient knows the limitations of the operation 
and still desires it, other indications may be: cases 
some other 
operation has been advised and refused; where 
Operation on the drainage system has little or no 


where dacryoscystorhinostomy or 


chance of succeeding; in any case with a normal 
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conjunctiva where the operator is convinced in 
his own mind that the operation is safe; where 
the patient would object to even a small scar 
when one would be present; where the patient 
demands an operation that can be done quickly 
without pain or shock and which promises quick 
improvement with little aftercare; and _ lastly, 
where operations on the drainage system have 
been unsuccessful. Duke-Elder* agrees with these 
criteria. 


3. The operation can be performed under local 
anaesthesia in the office or hospital. The area of 
operation is readily accessible. Only a few drops 
of procaine injection is necessary. This balloons 
forward the conjunctiva at the depth of the 
fornix, even further than that attached at the 
tarsus and on the sclera. The palpebral gland is 
easily located. One can remember, when everting 
the upper lid, the innumerable times he has seen 
it present as what appeared to be a little fold or 
bulge, covered by unusually pink or reddish con- 
junctiva, just above the external canthal ligament. 
However, as previously stated, it is not necessary 
to see or excise any of the gland. although the 
operation is almost too simple otherwise. Inas- 
much as the upper lid is everted and the lateral 
angle in place, there is a twisting or torsion of the 
area which requires a few moments’ thought as 
to how to incise in the proper linear line. It is 
very important to incise far laterally in the area 
of the external canthal ligament to get the large 
ductules that drain in that area, the tip of the 
gland occasionally extending that far down. The 
incision is 1.5 to 2 cm. long and as it extends 
medially is just above the tarsal plate. A sub- 
conjunctival flap is then elevated from the top 
of the tarsal plate to the beginning of the ocular 
conjunctiva. For a complete description the 
reader is referred to the sources quoted. 


4. The following case reports were obtained 
from the author’s files: 


Case 1.—J. S., a man, aged forty, was first seen in 
regard to chronic tearing on April 30, 1951. Examina- 
tion showed a partial recurring stenosis of the lacrimal 
sacs, perhaps with moderate hypersecretion, severe left, 
mild right. Among the procedures discussed with the 
patient was severance of the ductules left with partial 
excision of the palpebral lacrimal gland left. That 
operation was performed on May 11, 1951. The results 
were still perfectly satisfactory when last heard from 
November 15, 1954. 
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Case 2.—Mrs. G. P., a healthy clerical worker with 
no mental problems, aged forty-four, was first seen on 
July 14, 1951. She had tearing of the left eye for 
several years, severe for one year. As in all the cases, 
she had had a number of examinations and treatments 
by other oculists. A diagnosis of partial stricture of the 
lacrimal passage ways had been made. Further studies 
and various operations were discussed with her. She 
desired the same operation as done in Case 1. This 
was performed August 10, 1951. On November 15, 
1954, the operation was still successful. The eye was 
not “dry.” It “watered” a little on rare occasions. 


Case 3.—C. C., a man aged sixty-eight, was first seen 
on July 8, 1950, with extremely severe weeping of the 
left eye and moderately severe watering of the right 
eye. He had had many examinations and treatments. 
History and examination indicated both moderate 
hypersecretion and partial blockage bilateral. The distal 
end of the right canaliculus was almost completely 
stenosed. Operation as described was performed 
bilaterally December 3, 1951. He was last seen August 
10, 1954, at which time he was completely cured. 


Case 4.—E. J., a mentally and physically healthy 
butcher, aged fifty-three, had chronic tearing of the 
right eye. He had had numerous examinations and 
treatments. A diagnosis of stenosis of the right lacrimal 
sac was made. He was not interested in further 
examinations nor in an operation on the sac. Operation 
on the source of the tears was discussed fully with him 
and he elected to have it done. Operation as in previous 
cases April 29, 1952. He was last seen December 1, 
1954, at which time he still had a small amount of 
tearing. 


Conclusions 


On the basis of anatomy and _ physiology, 
sectioning of part or all of the lacrimal ductules 
with or without excision of a portion of the 
inferior lacrimal gland should prove, and on the 
basis of relief obtained has proven, a satisfactory 
procedure for chronic tearing after three years 
in three cases and two and a half years in one 
case. The only definite contraindication appears 
to be disease of the conjunctiva causing an absence 
of normal mucous from the numerous goblet cells. 
Inasmuch as such disease may develop years after 
the operation, it would seem best to reserve this 
operation or at least section only a part of the 
ductules, if another operation holds out a 
promise of success, and not to perform the opera- 
tion on a young person with only a moderate 
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The most definite indication for the 
operation seems to be that of an elderly person 
with a normal conjunctiva with a severe, chronic 
tearing (a) due to resistant lacrimation or (b) for 
which no cause, other than aging, can be found. 
About the only possible complication is keratitis 
sicca, and this would occur very, very rarely. 
Should a rare keratitis sicca occur in an elderly 
patient who had had a serious tearing, the new 
condition would unlikely be as bothersome as the 
old. Oculists face more numerous and more seri- 
ous complications from other eye operations. Kera- 
titis sicca need never occur since the cautious op- 
erator can carry out the procedure in stages. Pa- 
tients are likely to continue to have a mild but not 
annoying tearing. Severing of the lacrimal ductules 
in part or in toto, with or without excision of a 
part of the palpebral lacrimal gland, should be 
performed more often in order to further clarify 
its place in ophthalmic surgery. 


tearing. 
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Methyl Testosterone for 
Migraine of Women 


Report of Sixty Cases 


By Robert C. Moehlig, M.D. 
Detroit, Michigan 


N AUGUST, 1949, Gerisch and I* reported on 

the use of methyl testosterone for migraine of 
women. Thirty-five were treated with relief in 
thirty-one patients, a percentage of 88.5. In the 
present article sixty cases are reported. The larger 
number in this series plus a longer period of ob- 
servation permits a better evaluation of this form 
of therapy. 


Dosage.—In the previous paper the dosage was 
20 mg. of methyl testosterone daily for four weeks 
followed by daily doses of 10 mg. for an additional 
two weeks, and sometimes longer. Since this pre- 
liminary report we have reduced the dosage to 
10 mg. daily for a period of four weeks with a 
subsequent dosage of 10 mg. every other day for an 
additional eight weeks. From then on the medica- 
tion was given every third day for an additional 
eight weeks. 


If no relief was obtained in this time there was 
no need to continue the treatment and no improve- 
ment could be expected, the treatment being con- 
sidered a failure. It was found by experience that 
the smaller dose was just as efficacious as the 
20 mg. dose and less likely to give the undesirable 
effects which will be reported. Some patients 
continued taking the medication every third day 
for as long as three years. 


The treatment was given for a. period of ap- 
proximately three months. As outlined above, 
some continued taking it every third day for as 
long as three years but the majority took it for a 
period of three months. If a relapse occurred re- 
taking it for a period of four to eight weeks usually 
brought relief. 


In the preliminary report it was stated that dis- 
continuance of the drug was advised if relief was 
obtained after two months of therapy but since us- 


a 


From the Department of Medicine, Harper Hospital 
and Wayne University. 


May, 1955 


ing the smaller dosage with lengthening of the in- 
terval between doses (i.e., two to three-day inter- 
vals) we have continued the treatment for three 
months and not infrequently for five months. 


Relief of Migraine.—Forty-nine (81 per cent) 
reported relief from the migraine attacks and the 
treatment was considered most beneficial not alone 
in freedom from attacks but in the sense of well 
being with a change in mental attitude. 


Relapses—The number who had relapses after 
discontinuing the therapy was twenty-seven, or 
22 per cent. The relapses came as a rule three 
months to two years after stopping the therapy. It 
is to be emphasized that most relapses were mild 
and not as severe as the original attacks. Restart- 
ing the methyl testosterone resulted in stopping 
the attacks. The vast majority of the twenty-seven 
who had relapses stated that the attacks were mild 
and did not compare with the original severe at- 
tacks. The use of acetylsalicylic acid or similar 
products were effective in controlling the head- 
ache. 


Failures—Of the sixty patients, there were 
eleven complete failures, the therapy having no 
influence on the migraine attacks. Thus the per- 
centage of complete failures was 18.3. 


Familial History of Migraine.—Of the sixty pa- 
tients, forty-eight had a familial history of mi- 
graine, a percentage of 80. Twenty (33 per cent) 
had more than one member of the immediate fam- 
ily who suffered with migraine. 


Familial Height.—It is of some interest that 
forty-three of the sixty patients (71 per cent) gave 
a familial history of tallness in the immediate 
family, that is some member (usually on the male 
side) was 72 inches (158.4 cm.) or more in height. 
What is of interest are the number of patients who 
had a high arched palate. There were 40 or 60 


per cent. This will be discussed later. 


Unilateral Headaches.—There were forty-nine, 
or 80 per cent, who had unilateral headaches. 


Vomiting with Attacks. — Fifty-four (90 per 
cent) of the sixty patients had vomiting with the 
attacks and all were nauseated. 


Undesirable Effects—In using this form of 
therapy it is important to emphasize some of the 
undesirable effects that may be encountered. 
These, which will be given, particularly affect the 
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beauty of women and therefore care in the dosage 
and supervision is necessary. However, with due 
care and supervision these effects may be avoided 
and the results obtained justify its use. The pa- 
tients should be told of the undesirable effects so 
that the medication will be stopped. 


Hirsutism.—Twelve of the sixty patients, or 20 
per cent, developed hirsutism. The development 
of hair involved the cheeks, chin, breast, arms, and 
legs. This called for interruption of treatment for 
three to four weeks and then resuming with smaller 
doses and increased spacing of doses such as one 
tablet (10 mg.) every three to four days. Seldom 
did any hirsutism appear before five weeks of treat- 
ment. This effect was found more frequently in 
brunettes than in blondes. As stated in the pre- 
vious article women who are already hirsute are 
more apt to develop an increase of hirsutism and 
caution must be exercised and the dosage must be 
small and spaced at three to four-day intervals. 
Women would rather have migraine than hirsutism. 


Acne.—Twenty-seven of the sixty patients, or 
45 per cent, developed acne of the face and some- 
times of the chest as well as elsewhere. Women, 
of course, do not like this effect. It was encoun- 
tered usually around the end of the second month 
of therapy. Women’s vanity does not permit them 
to have acne and migraine is preferred. Discon- 
tinuing the therapy for at least a month and re- 
suming at lower dosage level avoids this effect. 


Voice Change.—Thirteen, or 21 per cent, devel- 
oped some deepening of the voice. This effect was 
usually encountered after three to four months of 
therapy but was never of serious consequence. 


Menstruation.—Twenty-nine, or 48 per cent, de- 
veloped irregularity of menstruation. This consist- 
ed of changing the cycle in that the periods were 
either earlier than usual or were from a few days 
late to amenorrhea one to three months’ duration. 
At the beginning of therapy the period may appear 
as often as twice a month. Interruption of treat- 
ment with occasional estrogen-progesterone therapy 
aided in restoring the cycle. 


Weight Change.—Forty, or 66 per cent, had an 
increase in weight. This ranged from two to ten 
pounds. In women who are already overweight 
this is undesirable and therefore it is important to 
advise patients to follow a reduction diet. The 
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drug has anabolic properties and often produces an 
increase in appetite. 


Nervousness.—Eighteen, or 30 per cent, noted 
nervousness while on the drug. Discontinuance for 
a few weeks or lowering the dosage plus small doses 
of barbiturates such as secobarbital sodium 0.03 
overcomes this effect. Some irritability may accom- 
pany the nervousness. 


Libido.—Twenty-eight or 46.6 per cent noted an 
increase in libido and among these were some who 
experienced their first orgasm. No complaints 
were made concerning this effect. 


Comment 


It is of course important that the diagnosis of 
migraine be established with some degree of cer- 
tainty. As stated in the previous article on mi- 
graine,* “A review of the literature shows that 
there is some divergence of opinion as to which 
and how many of the classical symptoms must be 
present to validate the diagnosis of migraine. By 
definition, migraine is a symptom complex occur- 
ring periodically and characterized by pain in the 
head, usually unilateral, and by vertigo, nausea 
and vomiting, photophobia and scintillating sco- 
tomata. Other symptoms associated with migraine 
are: vasomotor phenomena, such as paleness with 
vasoconstriction of the surface vessels, followed by 
perspiration and flushing of the face, polyuria, 
mental confusion and drowsiness, paresis of a tem- 
porary nature, involving one or two extremities, 
and tinnitus fairly frequently. A gastrointestinal 
type, in which there is a preponderance of gastro- 
intestinal symptoms and a minimal cephalic phase, 
also occurs. Individuals with migraine are usually 
above the average in intelligence, and there is a 
high incidence among professional people. It is 
well known, of course, that the incidence of fa- 


‘milial history of migraine is universally high.” Of 


the sixty patients all had the majority of migraine 
symptoms and are considered as having true mi- 
graine. The symptoms consisted of unilateral 
headache, scotomata, vertigo, nausea and vomiting, 
vasomotor upset, polyuria, sensitiveness to noise, 
and photophobia. 

There were eleven of the sixty patients who re- 
ceived no relief or so little improvement that they 
are considerd failures. The percentage of 18.3 is 
certainly not a discouraging one. 

The forty-nine relieved of their headaches were 
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most grateful stating that they had a sense of well 
being, with increased ambition and energy as well 
as an improvement of memory. They concentrated 
better, took an optimistic outlook on life and felt 
better mentally and physically. Because of these 
improvements one must curb the enthusiasm so 
that the patients do not increase the dose or take 
the drug for too long a time without supervision 
since it may lead to the side effects previously 
mentioned. 

With experience it is not difficult to regulate 
the dosage avoiding the masculinizing effects and 
yet obtain a favorable response. 

By spacing the dosage the drug may be given 
for many months but it is well to interrupt treat- 
ment after three months. 

The youngest patient was an eleven-year-old 
girl whose mother had severe migraine for many 
years and had been completely relieved for three 
years. This eleven-year-old girl had severe unilat- 
eral headaches with vomiting, vertigo, vasomotor 
symptoms of paleness, followed by flushing and 
polyuria. She began menstruating at ten and had 
migraine for six months. She was given 10 mg. 
daily for a week followed by 10 mg. every other 
day for three weeks and subsequently every third 
day for two months. No masculinizing effects 
were noted. She has had no recurrence for ten 
months. Of course caution must be used in so 
young a patient. It may be stated that boys have 
been treated in a similar manner without harmful 
effects. These, of course, are not included in this 
series. In addition, its use in men, given, however, 
in the form of parenteral injection as testosterone 
proprionate 50 mg. three times a week for two 
weeks, then twice a week for six weeks, tapering off 
to one a week for another four weeks has been 
equally successful. I have used the combination of 
estrogen and methyl testosterone but find that the 
estrogen delays the effect of testosterone. I have 
also found that better results are to be had by swal- 
lowing the regular 10 mg. tablet of methyl testos- 
terone than by the sublingual method of therapy. 

Of interest is the fact that 80 per cent of the 
sixty patients gave a familial history of migraine, 
there being 20 or 33 per cent who had more than 
one member of the family who suffered with mi- 
graine. A familial history is therefore a helpful 
clue in the diagnosis of migraine. 

Forty, or 60 per cent, of the patients had a high 
arched palate and this is significant. Some time 
ago attention was called to the fact that the ante- 
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rior lobe of the pituitary develops from the roof of 
the mouth. Because of this embryological devel- 
opment it is believed that the high arched palate 
indicates that there is a pituitary background in 
conditions or diseases in which this finding is pres- 
ent. This has been found for instance in epilepsy, 
retinitis, pigmentosa, arachnodactyly, and, as stat- 
ed, in migraine.’?* 

Forty-three of the 60 patients, or 71 per cent, 
gave a familial history of tallness (72 inches, 158.4 
cm. or more) in the immediate family. That this 
might indicate a pituitary background is, of course, 
a theoretical possibility. 


Goiter.—Patients with goiter do not tolerate 
methyl testosterone for any length of time since 
the drug raises the metabolism. It can produce 
nervousness and increases perspiration. For this 
reason the drug must be given with caution to 
women with menopausal hot flashes. 


Diabetes Mellitus.—Patients with diabetes mel- 
litus usually have a lessened sugar tolerance when 
methyl testosterone is given over a period of many 
weeks. The gain in weight is not desirable in dia- 
betics who are usually overweight. However, a 
trial of 10 mg. daily for a period of 5 to 6 weeks 
would be worthy of trial and if improvement fol- 
lows grade the dosage downward. 


Summary 


Sixty cases of migraine in women treated with 
methyl testosterone are reported with improvement 
in forty-nine, or 81.6 per cent. Eleven, or 18.3 per 
cent were not benefited. There was a high per- 
centage of familial migraine (80 per cent). Seven- 
ty-one per cent gave a history of tallness (72 inch- 
es, 158.4 cm. or more in height) in the immediate 
family. 

Unilateral headaches were frequent (49, or 80 
per cent). 

Fifty-four, or 90 per cent, had vomiting with 
attacks, all were nauseated. 

It is to be emphasized that supervision of dosage 
and treatment is required since methyl] testosterone 
in women can produce certain undesirable effects 
such as hirsutism, obesity, acne, and voice changes. 

In patients with goiter prolonged dosage may 
produce thyrotoxic symptoms and in diabetics a 
lessening of carbohydrate tolerance. 

It is felt from this study that methyl testosterone 

(Continued on Page 601) 
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Surgical Significance of 
Diarrhea 


By Thomas Wilensky, M.D. 
Lansing, Michigan 


U IS THE purpose of this presentation to discuss 

diarrhea in the surgical patient on the basis of a 
personal experience with 346 diarrheic patients 
(8 per cent) out of a total of 4,349 patients seen 
in a surgical practice that is 80 per cent concerned 
with gastrointestinal disturbances. 

Anorectal disease constituted an important 
group (40 per cent) in the total of patients seen. 

Diarrhea was given a liberal definition in the 
selection of cases for this study. Abnormally loose 
and usually although not necessarily increased fre- 
quency of bowel evacuations was the simple inter- 
pretation adopted. 

The subject is a broad one and divides naturally 
into two main groups for clinical consideration: 
(1) Diarrhea in the presurgical patient and 
(2) Diarrhea following surgical operation. 


Diarrhea in the Presurgical Patient 


This review has demonstrated quite forcibly the 
discouraging fact that, as a rule, diarrhea has not 
been granted the critical preoperative scrutiny that 
it deserves. As a matter of fact it was not rare to 
encounter instances of total failure to establish the 
presence of the symptom. How can one otherwise 
explain hemorrhoidectomy in the presence of an 
ulcerating seeping rectal carcinoma; or sclerother- 
apy for hemorrhoids in the presence of active 
chronic ulcerative colitis; or three unsuccessful 
anorectal operations on the same patient in the 
presence of intestinal amebiasis with demonstrable 
mucosal lesions, cysts and trophozoites? 

These random actual examples are intended to 
drive home the conviction that failure to elicit 
a history of diarrhea or casual disregard of the 
symptom may result in serious or catastrophic con- 
sequences. 

As has been suggested above the diarrheic pa- 
tient with a suspected surgical lesion, be it as de- 
manding as an ischioanal abscess or as obscure as 
carcinoma of the tail of the pancreas, is approched 
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with caution by the surgeon of experience. He 
will resist the forcing of his surgical hand, not 
rarely by the referring physician, until the preoper- 
ative investigation and preparation for surgery 
have been completed to his satisfaction. 


In the presurgical patient diarrhea is a diag- 
nostic problem the elucidation of which, as for ex- 
ample in intestinal amebiasis, will establish the 
nonsurgical nature of the disease permitting patient 
and surgeon alike to avoid possible grave compli- 
cations. 


Anorectal disease of the acutely painful variety is 
very common as a sequel to any prolonged diar- 
rheal situation. Surgical treatment with the excep- 
tion of abscess drainage must be withheld while 
the patient is submitted to systematic study. 


A detailed chronological history is indispensable. 
The physical examination must be complete, in- 
cluding proctosigmoidoscopic and vaginal maneu- 
vers. Bacteriological and serological studies have 
contributed surprisingly little to the study of the 
diarrheas, for the most part of chronic character, 
which were observed by me. 


However, on-the-spot microscopic study of 
smears and droplets taken through the sigmoido- 
scope has been most rewarding. 


Cysts and trophozoites of endameba histolytica 
have been recognized in the office in material taken 
from patients who had been told following less 
direct examination methods that amebic infection 
was not present. Similarly a purulent cellular 
structure of the aspirated mucosal exudate is an 
important confirming observation for the diagnosis 
of chronic ulcerative colitis or bacillary dysentery. 

I feel strongly that this most helpful and insuf- 
ficiently employed technique should be routinely 
utilized in the study of the diarrheal diseases. Every 
proctologist and gastroenterologist should familiar- 
ize himself with it. Needless to state, the accuracy 
of his observations will increase with experience. 

At this point in the investigation it is desirable 
and necessary that we look to the skilled consultant 
roentgenologist for additional help. The adjective 
“consultant” has been applied advisedly. He 
should be supplied with a skeleton history of the 
case including positive physical findings and the 
diagnostic impressions of the clinician. The roent- 
genologist will thereby be best prepared to provide 
the referring physician with the: particular infor- 
mation desired. 

Additional laboratory studies such as fractional 
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gastric analysis, glucose tolerance tests, oral and 
intravenous, et cetera, are frequently useful. 


In conclusion to this first section, one may fairly 
state that diarrhea demands a qualitative and 
quantitative explanation before surgical treatment 
can be applied. In this way only can the patient 
be prepared ‘for the surgical procedure that meets 
the needs of his disease. And only in this way can 
he be spared the effects of unnecessary or misdi- 
rected surgery. 

As an example of the usefulness of this method 
of procedure in selecting diarrheic patients for 
surgical treatment I wish to describe briefly my ex- 
perience with curative anorectal surgery in patients 
with chronic ulcerative colitis. I:have selected this 
single category for further discussion out of the 
thirty-three divisions into which my 346 cases were 
classified because the diagnosis of the disease is 
rarely in error and because anorectal disease com- 
plicating ulcerative colitis has been generally re- 
garded as an indication for ileostomy. 

From a total of fifty-two cases observed during 
the past 10 years, thirteen patients were selected 
for curative elective anorectal surgery after pro- 
longed periods of observation and treatment had 
indicated the stability of the intestinal lesion and 
the absence of positive: contra-indications to the 
proposed local procedure.’ Préoperative prepara- 
tion, needless to state, was comprehensive and in- 
cluded a course of intestinal antisepsis. 


There were no postoperative complications of 
significance and the patients, without exception, 
have been outspokenly grateful for the operations. 


In addition it has been gratifying to observe no 
relapses and some instances of unmistakable im- 
provement in the supernatant colitis although, and 
I want this clearly understood, the operations with- 
out exception had the sole objective of relieving an 
intolerable anorectal situation without insisting 
that the patient accept ileostomy. 


Diarrhea Following Surgical Operations 


[t is fortunately quite uncommon to encounter 
diarrhea of severe and unremitting character in a 
patient who has apparently been convalescing in 
a satisfactory fashion. Unfortunately, diarrhea is 
a postsurgical complication that is too often re- 
garded casually unless intractability and rapid and 
alarming deterioration of the patient become 
manifest. 


Grave postoperative complications heralded by 
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the sudden onset of diarrhea are occurring more 
frequently than in the past. This is attested to by 
case reports appearing in a literature that hereto- 
fore:had scarcely acknowledged their existence. 

The Européan literature, conversely, has long 
been aware of postsurgical diarrhea of such violent 
character as to result frequently in death of the 
patient. 


Because this subject is much too extensive for 
comprehensive treatment in the time available I 
should like to discuss it briefly according to selected 
categories as follows: 


1. False diarrhea in the presence of fecal 
impaction 

2. Diarrhea after anorectal surgery 

3. Diarrhea after abdominal surgery. Including 
discussions of (a) jejuno-ileac insufficiency; 
(b) acute postoperative pseudomembraneous 
enterocolitis, and (c) choleriformic syndrome 
and staphylococcal enteritis. 


1. False Diarrhea in the Presence of Fecal 
Impaction.—A classical example is the aged wom- 
an who developed progressive diarrhea following 
cataract extraction. Because she failed to improve 
and had indeed deteriorated after the use of pare- 
goric and bismuth I was asked to see her. Digital 
rectal examination encountered a huge fecal im- 
paction the removal of which provided complete 
and lasting relief. 


Fecal impaction is not routinely accessible to 
digital diagnosis inasmuch as the lodged bolus may 
be high in the sigmoid colon, particularly in the 
elderly with extensive redundancies of this seg- 
ment. Stoppage may also occur at the flexures 
or in the transverse colon. In thin atonic people it 
may be possible to palpate and to manipulate the 
fecal mass. Scout films of the abdomen are of 
great value and occasionally will reveal barium 
that had been administered many days before. 


2. Diarrhea following Anorectal Surgery.— 

The twenty-three patients in this group all com- 
plained of diarrhea which was in effect a false 
diarrhea consisting of almost continuous oily form- 
less fecal discharges. 

This disturbance almost without exception fol- 
lowed a technically poor or inadequate operation 
which had healed badly and incompletely. In- 
variably mineral oil and cathartics had been freely 
used in an effort to relieve a distressing situation. 
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Almost without exception such management had 
made the condition worse. 


Many of these disgruntled people responded to 
local treatment and the institution of a good bowel 
regimen. Some with gross residual anorectal le- 
sions were submitted to adequate anorectal re- 
operation. 

Two men who had elsewhere received injections 
with phenol-in-oil for hemorrhoids were seen with 
severe ulcerogangrenous proctitis. The discharges 
were mucopurulent and bloody and of course were 
not diarrheal at all. 

Two women who complained of posthemor- 
rhoidectomy diarrhea were actually incontinent 
and one of these had developed rectal prolapse fol- 
lowing extensive surgical damage to her sphinc- 
teric mechanism. 


3. Diarrhea after Abdominal Surgery.—It is 
obviously impossible to discuss this outstandingly 
important subject in a few short paragraphs. 

Therefore a tabulation of conditions which have 
been complicated by or productive of or associated 
with postoperative diarrhea is offered. 


1. Gastric dilatation and inhibition ileus. 

2. Vagotomy. The mechanism of postvagotomy diar- 
rhea is poorly understood. Crile believes that diar- 
rhea and foul gaseous eructations are not side- 
effects of vagotomy but symptoms of a poorly con- 
structed gastroenterostomy since retained gastric 
contents will undergo fermentation. The fact that 
a gastric drainage operation is needed in association 
with vagotomy tends to refute this statement. 

3. Pancreatitis (postoperative). 

4. Gastrointestinal anastomoses complicated by stump 
gastritis, a technically unsatisfactory stoma or the 
dumping syndrome. Such gastrogenic diarrheas 
are not uncommon after partial gastrectomy. 

5. Accidental gastroileostomy or gastrocolostomy with 
exclusion of the small intestine. 

6. Gastrojejunocolic fistula. 

7. Massive resection or massive exclusion of small in- 
testine for organic disease. 

8. Intestinal resection with technically poor anasto- 

moses particularly side-to-side technique leaving re- 
dundant blind pouches. 

9. Chronic adhesive small intestinal obstruction in- 
volving large segments. 

10. Acute strangulated closed-loop intestinal obstruc- 
tion. Scout films of the abdomen are indispensa- 
ble in recognizing this deadly disease. In the pres- 
ence of diarrhea the mass is likely to be obscured in 
the pelvis and may be palpable through the rectum 
or vagina. 

11. Peritonitis, occasionally diffuse, but more commonly 
localized as one or more loculated deeply seated 
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abscesses. In this day of chemotherapeutic agents, 
antibiotics, ACTH and cortisone, the complexities 
of diagnosis and management in such problem cases 
have been multiplied. Symptoms and signs are 
subject to remarkable alteration or complete sup- 
pression under the influence of these potent agents 
and patients are in grave danger of being denied 
surgical treatment at an early and favorable time. 
Intraperitoneal suppurative collections as the 
cause of postsurgical diarrhea were encountered 
four times in the present series. One of these cases, 
seen in consultation, had multiple abscesses re- 
vealed at necropsy. 


A. Jejuno-ileac Insufficiency.—Jejuno-ileac in- 
sufficiency is the term proposed by Bennett and 
Hardwick for the sprue-like syndrome consisting 
of steatorrhea, anemia, cachexia and tetany which 
occurs in cases of malignant or cicatrizing disease 
of the small intestine, in gastrocolic fistula, in 
massive resection or exclusion of small bowel and 
in some cases of tabes mesenterica. Occasionally 
the disorder is understood only at exploratory lapa- 
rotomy or at necropsy with the disclosure of unsus- 
pected extensive disease of the small bowel. De- 
ficient absorption is held to be the basic cause of 
the disorder. It has been observed that the mega- 
loblastic anemia not uncommonly associated with 
jejuno-ileac insufficiency will not respond to liver 
extract but will promptly disappear after surgical 
correction of the intestinal abnormality. 


B. Acute Postoperative Pseudomembranous 
Enterocolitis—The cause of this severe and deadly 
postoperative complication is not known. It is 
apparently not a bacterial disease and has been 
observed to follow operations on the brain and 
breast as well as after intraperitoneal procedures. 


Penner and Bernheim in 1939 reported forty 
cases of ulcerative enteritis found at necropsy. 
They felt that the vasomotor disturbances peculiar 
to the shock-state were responsible. 


The association of similar intestinal lesions in 
terminal uremia has been long recognized. 


Recent reports have pointed to aureomycin, ter- 
ramycin and chloramphenicol as possible causative 
agents. 


Prohaska, Govostis and Taubenhaus described 
three patients with postoperative pseudomembran- 
ous enterocolitis in whom the diagnosis was estab- 
lished during re-exploration for suspected grave 
intra-abdominal complications. All three patients 
recovered rapidly after corticotropin therapy. Four 
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others who did not receive corticotropin were 
found to have the disease at necropsy. 

These authors do not agree with Dixon and 
Weismann who stressed anti-shock treatment in 
their series of cases. 

Prohaska and associates are intrigued with the 
concept that the tissue necrosis results from anti- 
gen-antibody reaction. They are skeptical concern- 
ing the importance of preoperative antibiotics in 
the development of this disease. 

Whenever acute postoperative pseudomembra- 
nous enterocolitis is suspected bacterial enteritis 
should be ruled out and corticotropin (ACTH) 
promptly administered with probable lifesaving 
effects. 


C. Choleriformic Syndrome and Staphylococcal 
Enteritis—Poth and others have described a 
choleriformic syndrome following the oral use of 
certain wide-spectrum bactericidal antiseptics. He 
has demonstrated this violent diarrheal disorder 
to be due to the overgrowth of micrococcus pyo- 
genes on about the third or fourth day when the 
other organisms are diminished and the natural an- 
tagonist of the staphylococci has been removed. A 
potent enterotoxin produced by the resistant mi- 
crococcus pyogenes is the agent responsible for the 
sequential development of nausea, vomiting, bloody 
diarrhea, hyperpyrexia and death. 

A less violent variation also following the admin- 
istration of drugs for intestinal antisepsis is felt to 
be due to suppression of the bacterial flora and the 
overgrowth with proteus organisms. 

Aureomycin and terramycin were found by Poth 
to favor the development of such diarrheal syn- 
dromes and he therefore abandoned them in favor 
of neomycin. Approximately 10 per cent of pa- 
tients given neomycin were found to develop per- 
sistent overgrowth with aerobacter aerogenes. 
Therefore sulfathalidine was given in conjunction 
with neomycin to inhibit this organism. Poth be- 
lieves this combination of neomycin with sulfathal- 
idine approaches the requirements of an ideal in- 
testinal antiseptic. 

The patient who develops staphylococcal enter- 
itis with its potent enterotoxin becomes rapidly 
and severely sick. Vomiting, profuse watery diar- 
thea, hyperthermia, hypotension, anuria and 
uremia ensue. 

Because of its resemblance to cholera this clini- 
cal status has been described as the “choleriformic 
syndrome.” Unless quickly recognized and treated 
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vigorously the prognosis is grave. This syndrome is 
a true bacteriologic emergency. Stool cultures on 
blood-agar plates and direct smears for Gram’s 
stains are urgently necessary. When the syndrome 
is present the slide will show virtually a pure 
spread of innumerable Gram-positive cocci. Such 
findings are sufficient to discontinue the use of 
terramycin or aureomycin and to institute the use 
of erythromycin by mouth. If still reversible when 
this management is started the coliform organisms 
will rapidly return suppressing micrococcus pyo- 
genes. The mortality remains high. 

Needless to state, fluid and electrolyte balance, 
particularly acid-base and potassium disturbances, 
must receive meticulous attention in this as in all 
diarrheal situations. 


Summary 


Known diarrhea, acute or chronic, intermittent 
or presumably cured, is a potential hazard of major 
degree and deserving of meticulous investigation 
before submitting the patient in question to an 
elective surgical operation. In the acutely ill 
patient with diarrhea and in whom a surgical 
emergency may be felt to exist the precipitate 
exhibition of surgery may end in disaster. 

Evaluation of the patient with due and careful 
consideration to the duration and intensity of the 
bowel discharges will permit fluid, protein and 
electrolyte replacement. The failure to insert a 
finger into the rectum is indefensible. Sigmoidos- 
copy is of incalculable value and cannot be re- 
placed with fluoroscopic and/or roentgenographic 
techniques. 

An occasional preoperative diagnosis of a latent 
diarrheal disease such as subclinical amebic colitis 
or early ulcerative colitis or asymptomatic polyps 
or cancer will be the inevitable reward of routine 
preoperative proctosigmoidoscopy. 

Bacteriologic, serologic and sensitivity studies 
when inaugurated at the earliest possible moment 
may, by the saving of precious hours or even days, 
determine the final outcome. 

In the postoperative patient, diarrhea is re- 
garded anxiously only when it has failed to respond 
to symptomatic treatment or has progressively 
worsened. 

Under such uncommon circumstances continuing 
or intractable diarrhea may well be the manifesta- 
tion of a serious postoperative complication that 
threatens the patient’s life. 
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It is obligatory for the surgeon to recognize that 
postoperative diarrhea of any degree may be 
ominous and deserving of his personal and devoted 
vigilance. 

The surgeon and his medical consultant are 
expected to be familiar with the causes of post- 
operative diarrhea in this era wherein the limita- 
tions of excisional and physiologically-destructive 
surgery have as yet not been defined. 
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Measurement of urinary calcium secretion in patients 
with osteolytic metastases from breast carcinoma provides 
a sensitive, objective index of the rate of tumor growth. 

* * * 

Eighty per cent of the highly malignant thyroid carci- 

nomas arise without a history of pre-existing goiter. 
* _ * 


There is no demonstrable relationship between nodu- 
lar goiter and the relatively common papillary cancer 
of the thyroid. 

* * * 

Most thyroid cancers do not originate in adenomas 

but are cancers from the start. 
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Some carcinomas of the cecum and ascending colon 
have as their first, and sometimes only, sign a hyper- 
chronic anemia. 

* * * 

From the standpoint of mortality, more of the physi- 
cian’s time should be devoted to cancer diagnosis. This 
time should be expended primarily on those sites offering 
the greatest return in lives saved for the time and labor 
involved. 

fon * * 

Cancer detection examinations of the entire adult 
population are not possible for lack of physicians an 
lack of public interest. 


JMSMS 
































































Sa 


the 
week 
he f 


time 


from 
He | 
prio 
reco 
fami 


and 
dysp 
Puls 
eyes 
and 
audi 
to t 
dom 
pab] 
the 

Moc 
pal 
sma 
regi 


glob 
the 

phil 
10 

heg: 
cific 
mic 


tou: 
neg 


Mas 
hila 
nor 
han 


Ho: 


eTal 


Ma 





in- 


us, 
itis. 


of 


st., 


ind 
52. 
on, 
, p- 


E. 
ons 
and 
28: 


gen 
eral 


mic 


| 
itis 
tion 
24: 


olon 
per- 


1ySI- 
This 
ring 
abor 


dult 
and 





Sarcoidosis 


Case Report and Review 


By J. Chandler Smith, M.D., and 
Randall S. Derifield, M.D. 
Saginaw, Michigan 


HE opportunity to study a case of sarcoidosis 
provides the occasion to review this subject. 


Case Report 


A twenty-five-year-old Negro farmer was admitted to 
the hospital because of a “tumor” in ‘the chest. Two 
weeks previously, during an examination for employment, 
he first learned that he had a chest lesion. Prior to this 
time, the patient had considered himself well. 

One and a half years before entry, he was discharged 
from the Army because of a “murmur of the heart.” 
He had worked as a farmer in the South until six weeks 
prior to admission when he moved to Michigan. His 
record of past health was otherwise non-contributory, and 
family histories were not of help. 

On examination, the patient was normally developed 
and moderately well nourished. He did not appear 
dyspneic. The temperature was 98.6 degrees F., the 
pulse 74, and the blood pressure 116/80 mm. Hg. The 
eyes were normal. The chest was clear to auscultation 
and percussion. A systolic murmur of low intensity was 
audible over the left second and fourth interspaces close 
to the sternum. The heart was not enlarged. The ab- 
domen was flat, and the spleen and liver were not pal- 
pable. The external genitalia were not remarkable, and 
the extremities were bilaterally symmetrical and normal. 
Moderately enlarged, firm, movable lymph nodes were 
palpable in the inguinal regions. There were several 
smaller and similar nodes palpable in the supra-clavicular 
region on the right. 

Hematologic examination revealed 12 grams of hemo- 
globin per 100 cc. There were 4,800,000 erythrocytes; 
the white cell count was 13,100 with 47 per cent neutro- 
phils, 35 per cent lymphocytes, 5 per cent monocytes, and 
10 per cent eosinophils. The Kahn serologic test was 
negative. The urine was yellow, clear, acid, and of spe- 
cific gravity 1.012. A trace of albumin was present, and 
microscopic examination revealed 12-14 leukocytes and 
occasional erythrocytes per high power field. A Man- 
toux test with 0.0002 mg. of tuberculin P.P.D. was 
negative in 48 hours. 

A roentgenogram of the chest revealed lobulated 
Masses about 4.5 cm. in diameter extending out from the 
hilar regions (Fig. 1). The lung fields were otherwise 
normal. Radiographic examination of the bones of the 
hands and feet revealed no abnormalities. Contrast study 
From the Department of Pathology of St. Luke’s 


Hospital and the Department of Medicine of the Vet- 
‘rans Administration Hospital, Saginaw, Michigan. 
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X-ray showing pronounced enlargement of 


Fig. 1. 
hilar lymph nodes. 





Fig. 2. Microsection showing discrete sarcoid granu- 
lomas with giant cells. 


of the gastrointestinal tract revealed the esophagus to 
be slightly displaced by the mediastinal masses. An elec- 
trocardiograph was normal. Biopsy of an inguinal lymph 
node revealed clusters of discrete granulomas characteristic 
of sarcoidosis (Fig. 2). In the absence of symptoms, the 
patient was given no treatment and was discharged from 
the hospital. 

The patient returned to the hospital 11 months later. 
He had been well until two months before readmission 
when he experienced several transient febrile episodes 
and lost 15 pounds from his usual weight of 130 pounds. 
Physical examination was unchanged except for evidence 
of weight loss. Lymph nodes were still palpable in the 
right supraclavicular and in both inguinal regions. 

The hemoglobin was 12.5 gm. per 100 cc., and the 
red cell count was 4,360,000. The white cell count was 
8,200 with 51 per cent neutrophils, 24 per cent lympho- 
cytes, 12 per cent monocytes, 11 per cent eosinophils, 
and 2 per cent basophils. The urine was normal. The 
serum protein was 9.4 gm. per 100 cc., with serum al- 
bumin 4 gm. and serum globulin 5.4 gm. 

Chest x-ray uow revealed slight regression and in- 
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Fig. 3. X-ray showing regression of hilar lymph nodes 
and patchy densities throughout both lung fields. 


creased radiolucense of the hilar masses observed pre- 
viously. There were, in addition, small patchy densities 
scattered throughout both lung fields (Fig. 3). 

During the second week of hospital care, there was 
a daily fever of 101 degrees (F.) in the afternoons. This 
lasted for one week after which the temperature re- 
mained normal. The patient was discharged from the 
hospital after 25 days. 


Review 


According to Freiman,! Boeck, in 1899, a Nor- 
wegian dermatologist, published the first descrip- 
tion of the histologic changes that characterize the 
condition bearing his name. To him, the epithe- 
lioid cells were sarcomalike, “sarkoid,” and in this 
way the inappropriate term was first used. Before 
this time, however, Hunter? points out that the de- 
scription of one case in 1875, and two cases in 
1898, were recorded by Hutchinson. Also, Besnier, 
in 1889, and Tenneson in 1892, described the skin 
manifestations of sarcoidosis under the term lupus 
pernio.’ All of these authors believed this condi- 
tion to be a localized disease of skin. The concept 
of sarcoidosis as a systemic disease evolved over the 


subsequent years, and in 1914, Schaumann corre- 


lated the clinical and pathologic features.* He 
emphasized the systemic nature of the condition, 
and believed that sarcoidosis was a disease primar- 
ily of the lymphoid and hematopoietic systems. 
Additional reports established that almost any or- 
gan of the body may be affected. Within recent 
years, the uveo-parotid fever of Heerfordt has been 
recognized as a manifestation of sarcoidosis, as 
have several cases of Mikulicz’s syndrome with in- 
volvement of the lacrimal glands. 

According to Freiman,' the literature to 1948 
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included over 1000 reports of sarcoidosis. The dis- 
tribution is world-wide, with predilection for the 
cooler regions including particularly Scandinavia, 
all countries of Europe, Australia, Japan, Latin 
America, Canada, and the United States, The in- 
cidence is difficult to establish because of the oc- 
currence of asymptomatic cases, the tendency for 
the lesions to heal, the difficulty in distinguishing 
sarcoidosis from tuberculosis, and the finding of 
unsuspected cases at autopsy. 
copy of one-half million Swiss Army recruits re- 
vealed sixty-seven cases in which the diag- 
nosis was considered established. The incidence in 
this series was 0.13 per thousand.’ By 1952, Long- 
cope and Freiman,’ was able to cite ninety cases 
from the Johns Hopkins Hospital in Baltimore, and 
fifty-two cases from the Massachusetts General 
Hospital in Boston. 


However, fluoros- 


Sarcoidosis has occurred in infants as young as 
three weeks, and in adults as old as 80 years. 
However, most cases occur between the ages of 
fifteen and fifty, with a broad peak during the 
third and fourth decades. Occurrence in more 
than one member of a family is rare although sar- 
coidosis of five of seven siblings has been reported. 
In the United States, the incidence is especially 
high in the Negro. Of the thirty-five cases re- 
ported by Reisner,‘ thirty were in Negroes and five 
were white. Most reports reveal an equal sex in- 
cidence although some disclose a two to one pre- 
dominance of females. In ninety cases at the 
Johns Hopkins Hospital,* there were forty-eight 
men and forty-two women, and Reisner* reported 
twenty-four women in his series of thirty-five cases 
of sarcoidosis. 


The histologic changes are constant regardless of 
the organ involved. These consist of clusters of 
minute granulomas composed of large epithelioid 
cells that may or may not be surrounded by a 
small number of lymphocytes (Fig. 2). Multinu- 
cleated giant cells of either the Langhans or for- 
eign body type may be present. Three kinds of 
inclusion bodies occur in the granulomas. These 
include radially stellate structures termed asteroids, 
oval, dense, doubly contoured bodies that many 
contain calcium or iron, and irregular, minute an- 
isotropic particles that stain poorly and resemble 
minute spicules of glass or silica.* Of these, 
asteroids are the most frequent. Caseation is not 
seen in the granulomas and delicate reticulum fi- 
bers between the epithelioid cells remain intact. 
However, fibrinoid necrosis may occur and al- 
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though uncommon, was found in seven of twenty- 
two cases reported by Gendel associates’ and in 
eight of twenty-six cases reported by Rubin and 
Pinner. The granulomas remain closely spaced 
without any tendency to coalesce. Stans for acid- 
fast bacilli are negative. 

These lesions may persist for years or may 
gradually resorb. In the latter case, fibrous tissue 
infiltrates each granuloma from the _ periphery 
after which hyalinization may take place, leaving a 
sma!] fibrous or hyaline ball. The granulomas at 
any site tend to be of the same age throughout. 

As any organ may be involved, sarcoidosis is 
manifested by a wide variety of clinical signs. 
Common indications of systemic sarcoidosis include 
weakness, anorexia, loss of weight, joint pains, and 
low fever. It has been emphasized that extensive 
organ involvement is often associated with slight 
clinical manifestations and this disparity is said 
to be characteristic of sarcoidosis. Symptoms re- 
gress during remissions and disappear with healing. 

The lungs and lymph nodes are most frequently 
affected by sarcoidosis and involvement of one or 
both of these structures takes place at some time 
in nearly all cases. According to Gendel,’ radio- 
graphic changes within the chest may be separated 
into four phases. The first includes enlargement of 
hilar lymph nodes, usually bilateral and symmetri- 
cal, without detectable changes in the lungs. The 
second reveals, in addition, a fine nodular or 
strand-like infiltration of the lungs extending from 
the hilar regions. These infiltrations may enlarge, 
coalesce, and resemble miliary tuberculosis. The 
third phase consists of widespread discrete and 
confluent patchy densities that tend to symmetri- 
cally involve the middle and lower portions of both 
lung fields. The changes thus far may regress or 
disappear with remission or healing. The fourth 
phase consists of diffuse interstitial fibrosis with 
pulmonary emphysema, and this change is perma- 
nent. Any phase may be reflected clinically by 
mild cough and dyspnea. Compression of bronchi 
by enlarged hilar lymph nodes is said to be rare. 
Freiman! states that superimposed pulmonary tu- 
berculosis is reported in approximately 10 per cent 
of published cases. 

Subcutaneous lymph nodes are frequently in- 
volved and are clinically firm, movable, discrete 
and non-tender. Axillary, cervical, inguinal, and 
epitrochlear nodes are often so affected and en- 
largement is usually moderate. The spleen is also 
Commonly the seat of sarcoid granulomas. Gendel® 


May, 1955 


SARCOIDOSIS—SMITH AND DERIFIELD 








states that the spleen was palpated in about one- 
fourth of reported cases. Isolated splenomegaly 
due to sarcoidosis that clinically may resemble- 
Banti’s syndrome is pointed out by Friedman.’ He 
also emphasizes that splenomegaly is the most 
common physical sign of sarcoidosis on examina- 


tion of the abdomen. 


Sarcoid granulomas occur frequently in the liver- 
and the diagnosis has been made by needle biopsy. 
However, enlargement is uncommon and tests of 
liver function are usually normal. Renal involve- 
ment is said to occur in about one-fifth of cases im 
the form of scattered granulomas in small numbers. 
Function is ordinarily not reduced and massive in- 
volvement is rare. The heart may be affected di- 
rectly by sarcoid granulomas within the myocar- 
dium or indirectly in the form of cor pulmonale 
with right heart failure. The latter is common in. 
advanced cases and is associated with diffuse pul- 
monary fibrosis. 


Gendel? that the literature indicates 


bone involvement in from one-tenth to one-fourth 
of cases. 


reports 


Pain is uncommon, and when pres- 
ent may be associated with local heat and slight: 
swelling. There is slight or absent response to sali-. 
cylate therapy. Involvement of joints is not empha- 
sized in the literature although Myers and associ- 
ates* points out that migratory polyarthritis and. 
muscle tenderness occur. They demonstrated sar-- 
coid granulomas in skeletal muscle and suggest 
that random muscle biopsy may serve as an ad- 
junct procedure in establishing the diagnosis. The- 
bones most commonly affected include the digits 
and toes, occasionally the tarsal and carpal bones,. 
and uncommonly the long bones of the extremities. 
Radiographic examination reveals circumscribed 
foci of rarefaction without peripheral reactive 
change or a diffuse reticulated demineralization. 
The latter is less common, usually occurs in the 
long bones, and may be accompanied by thickening” 
of the medulla and thinning of the cortex. The 
medullary portion is regularly involved and the 
diagnosis has been established by microsections of 
sternal marrow.® 

Sarcoid involvement of the eye is estimated to 
occur in approximately one-tenth of cases.® Clini- 
cally there is iritis or iridocyclitis that is usually 
painless and bilateral. Spontaneously regressing 
serous inflammation and nodular involvement of 
more prolonged duration are described. The lat- 
ter represents a serious manifestation as with re- 
gression there may be synechiae, corneal opacities, 
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or glaucoma. Freiman’ reports that loss of sight in 
one or both eyes is not uncommon. Involvement of 
the posterior uvel tract is said to be rare. Associ- 
ated enlargement of the parotid, submaxillary, or 
submental salivary glands was formerly known as 
Heerfordt’s syndrome and is now termed uveo- 
parotid fever. Some cases of Mukulicz’s syndrome 
with involvement of the lacrimal glands are due to 
sarcoidosis. 

Skin lesions of sarcoidosis are said to occur in 
about half of cases.° These are usually non-ulcer- 
ated papules or nodules that may be few or nu- 
merous with common sites the eyelids, nose, chest, 
abdomen, and extensor surfaces of the extremities. 
The lesions may persist for years or regress over a 
period of months. Healing may take place with 
formation of an atrophic depigmented scar or with 
return to normal appearance. Subcutaneous nod- 
ules, described by Darier and Roussy, may be visi- 
ble and are often of peri-articular distribution.‘ 

Sites of uncommon involvement include the 
brain with lethargy, the pituitary or hypothalamus 
with diabetes insipidus, and the cranial nerves, 
particularly the seventh, with paresthesia. In 
volvement of testis, epididymis, prostate, thyroid, 
stomach, pancreas, breast, small intestine, appen- 
dix and colon is also recorded. Involvement of 
adrenals and serous membranes is uncommon and 
this is useful in the differentiation from tubercu- 
losis. The incidence of organ involvement in 
thirty-five cases of sarcoidosis as reported by 
Reisner* is shown in Table I. 

Laboratory examinations reveal normal erythro- 
cyte counts except for polycythemia associated 
with pulmonary fibrosis. Leukopenia with slight 
eosinophilia or monocytosis are common. The sed- 
imentation rate is regularly increased in active 
cases. The total protein often exceeds 8 grams 
per 100 cc. and this is due to an increase in globu- 
lin. Increased globulin with normal total protein 


may exist when the albumin fraction is reduced.. 


The blood calcium may be increased in active 
cases and, according to Freiman’ a correlation 
has not been shown with bone lesions as demon- 
strated by x-rays. An associated reduction in blood 
phosphorus has not been emphasized. 

It is estimated that skin tests with tuberculin 
antigens in high and low dilutions are negative 
in about three-fourths of cases of sarcoidosis.’ Reis- 
ner* reports that 60 per cent of his thirty-five pa- 
tients gave negative reactions with tuberculin in 
doses up to 1.0 mg., and confirms the statement 
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TABLE I. DISTRIBUTION OF ORGAN INVOLVEMENT IN 
THIRTY-FIVE CASES OF SARCOIDOSIS 
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that positive tuberculin reactions are less common 
in patients with sarcoidosis than in the general 
population of the same age. Skin tests with histo- 
plasmin, brucellergin, and coccidiodin are also 
characteristically negative. 

According to Nelson,’® Kveim reported in 1941 
that heated sarcoid tissue suspended in saline and 
injected into the skin of a patient with sarcoidosis 
was followed by a temporary inflammation, and 
then by the development of a small indurated 
papule at the injection site, histologically indis- 
tinguishable from the granuloma of sarcoidosis. 
Several weeks were required for the papule to 
attain maximum size and the papule tended to re- 
main for several months. Kveim noted that this 
test was negative in the cases of syphilis, lupus 
erythematosus, and in normal subjects. Also, the 
reaction was not duplicated by injection of the 
Frei antigen or Old Tuberculin into patients with 
sarcoidosis. From this, Kveim concluded that the 
reaction was specific. It has since been found that 
the test is negative in cases of leprosy, Hodgkin’s 
disease, granuloma annulare, tuberculosis, and 
venereal lymphogranuloma. However, it has also 
subsequently been shown that injection of leukemic 
lymph node tissue, killed tubercle bacilli, and 
normal splenic tissue evoke a positive reaction in 
patients with sarcoidosis. Thus, the reaction ap- 
pears to be specific, but the antigenic substance is 
not limited to sarcoid tissue. Nelson’? noted that 
negative reactions in patients with sarcoidosis 
heralded a clinical remission, and emphasized that 
prognosis could be evaluated in this way. The 
test has not been widely used as a diagnostic pro- 
cedure because of prolonged reaction time, 
difficulty in standardizing the antigen, and per- 
sistance or ulceration of the nodules so developed. 
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Sarcoidosis is a chronic disease that may last 
several months to many years and may completely 
heal or end in death. 
reported by Reisner* who were followed for an 


Of twenty-eight cases 


average of five years, nine became asymptomatic 
and were apparently healed, five remained 
stationary with active disease, five alternately pro- 
gressed and regressed, two steadily progressed, and 
seven died. Of the seven fatalities, five were due 
to pulmonary tuberculosis. Death is usually due 
to superimposed pulmonary tuberculosis, or to 
fibrosis of the lungs with cor pulmonale and right 
heart failure. 


The cause of sarcoidosis is unknown. ‘Tuber- 
culosis has been suspected because of resemblance 
of the granuloma to the hard tubercle, the ex- 
perimental production of a sarcoid nodule by in- 
jection of killed tubercle bacilli into the skin of a 
patient with sarcoidosis, and the rare demonstra- 
tion of acid-fast bacilli in the sarcoid granulomas. 
However, other agents such as beryllium, the lepra 
bacillus, and the spirochetes of syphilis also may 
invoke histologic changes that resemble the hard 
tubercle. | Other substances including tissue of 
normal spleen and leukemic lymph nodes induce 
positive Kveim reactions. Finally, the occurrence 
of tuberculosis in approximately one-tenth of cases 
of sarcoidosis makes difficult the interpretation 
that a demonstrated acid-fast bacillus is the cause 
of sarcoidosis. In addition, such a demonstration 
has been reported in an exceedingly small number 
of cases. |The evidence in support of tubercle 
bacilli as the cause of sarcoidosis is not conclusive. 


Some of the clinical and pathologic manifesta- 
tions of sarcoidosis are simulated in part by 
leprosy, brucellosis, syphilis, and such mycotic in- 
fections as aspergillosis, moniliasis, histoplasmosis, 
and coccidiosis. In sarcoidosis, the lepromin skin 
test is consistently negative or weakly positive, 
whereas in leprosy, this skin test is strongly positive 
in about 90 per cent of cases.1 Positive sero- 
logic reactions in sarcoidosis in excess of the ex- 
pected incidence in the general population do not 
occur. Bone changes are not characteristic of 
brucellosis, and guinea pigs injected with sarcoid 
tissue remain negative to the brucellergin skin test. 
Symptomatic histoplasmosis occurs most frequently 
in children and involvement of salivary glands is 
not common. Except for rare cases, skin tests for 
mycotic infections are negative. Teilum™ has 


May, 1955 


SARCOIDOSIS—SMITH AND DERIFIELD 


postulated an allergic basis for hyalinization of 
sarcoid granulomas. If sarcoidosis is of allergic 
nature as suggested also by eosinophilia and anergy 
to tuberculin preparations, the allergen has not 
been identified. The absence of demonstrated 
bacteria in most cases suggests a viral cause. If 
this is so, the virus has not been identified. Beryl- 
losis affects particularly the lungs, lymph nodes 
and skin, and the histologic changes may resemble 
the sarcoid lesion. However, the clinical illness is 
often severe, in contrast to the nearly asympto- 
matic typical case of sarcoidosis. In addition, sar- 
coidosis antedates the industrial use of beryllium, 
and history of exposure to beryllium is usually 
negative. Thus, although several possibilities exist, 
the cause of sarcoidosis remains obscure. 


The efficacy of treatment has been difficult to 
evaluate because of frequent spontaneous re- 
missions. Many agents have been recommended 
including gold, arsenic as Fowler’s solution, 
arsphenamine, roentgen rays, calciferol, nitrogen 
mustards, and urethane.'? None has found wide 
favor. Kass, Jackson, and Slavin’? report one 
case treated with cortisone and ACTH. There 
was prompt clearing of the pulmonary lesions as 
viewed by x-rays, and decrease in size of the sub- 
cutaneous lymph nodes. _ Biopsy disclosed pro- 
nounced replacement of sarcoid granulomas within 
lymph nodes with homogeneous collagen. After 
discontinuing therapy, pulmonary densities be- 
came more prominent and biopsy disclosed a 
decrease of the collagen substance in the lymph 
node granulomas. Kass and associates’* conclude 
that the adrenocortical hormones are beneficial in 
controlling inflammation of hypersensitive type 
caused by antigens of low virulence. Longcope and 
Freiman® cite several reports of patients treated 
favorably with ACTH and cortisone, and point out 
that the histologic changes that occur during treat- 
ment with hormones of the adrenal cortex are the 
same as those observed with spontaneous healing 
of the sarcoid lesion. After treatment with corti- 
sone or ACTH, Lovelock and Stone’* noted a 
slightly higher rate of pulmonary clearing in the 
treated group as compared with the untreated 
cases. | However, in three, all of whom were 
Negroes, pulmonary tuberculosis developed rapidly 
after beginning treatment. They emphasized this 
serious hazard and concluded that the indications 
for treatment of pulmonary sarcoidosis with corti- 
sone or ACTH are not yet established. 
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plished more toward this end than anyone else 
and only by a personal visit can one be impressed 
with its value in keeping the residents contented 
and relatively free of psychosomatic complaints. 
Experience has shown that when recreational ac- 


tivities are being planned in these homes by inter-. 


ested groups, active participation by the residents 
is imperative for best results. 

At this point, a word should be said about the 
care of the elderly person who suddenly becomes ill 
and requires hospital attention. When the acute- 
ness of the illness has passed, transfer to a con- 
valescent geriatric wing of the general hospital 
would seem to be ideal. This type of unit would 
permit the institution of rehabilitative 
measures in a more efficient manner at less cost. 


rapid 


Later, transfer to a good nursing home having 
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some direct connection with the hospital could be 
arranged. 

Most of the elderly well people are still living 
in their own home or their children’s home and 
rightly so. Many of these persons, however, are 
not happy and would do better if they were living 
in small housing groups or villages which provide 
facilities for occupation and recreation. However, 
most of these people prefer to live in surroundings 
familiar to them rather than in a home. A center 
designed to give day care with occupation and 
recreation would seem to be ideal. 

These six recommendations, culled from the 
many papers given in the conference, form a basis 
for a concerted effort on the part of the physician 
to meet the problems of gerontology and medicine’s 
responsibility to older people. 


JMSMS 






































\ 











‘ellular 
944, 

PE, 
it and 
Am, ii 


yement 
Arch. 


Arch, 


ed and 
llergic 
idosis) 
id and 
ctions. 


treat- 
ion as 
1953. 
apy of 


nd the 
1: 301- 


ase of 
Heart 


| their 


trolyte 
M.A, 


‘ardio- 
North 


ithero- 


7-194, 


ld be 


living 
> and 
r, are 
living 
ovide 
vever, 
dings 
enter 
and 


1 the 

basis 
sician 
cine’s 


ASMS 























Giving with a Purpose 


As my thoughts are recorded at this season, they keep 
revolving about the concept of charity. The two leading 
faiths in American society, Christianity and Judaism, stress 
charity as a basic requisite in our way of life. At this rebirth 
of spring, we renew our vows for better living. 


Some of us may feel that the contribution to organized 
charities, given in a one-package pledge, has made too remote 
the personal satisfaction of giving for a worthy cause. 


To any so minded, I suggest gifts to a cause that is pe- 
culiarly appealing to the medical profession, with no sus- 
picion of mismanagement or unwarranted overhead. Doctors 
may direct their charity to an educational effort, at once of 
benefit to society and to members of our own profession. 


I refer to the American Medical Educational Fund, and to 
the Michigan Foundation for Medical and Health Educa- 
tion, Inc. By giving to the first of these, you may direct 
your contribution to the school of your choice, in or out 
of Michigan. Your gift, in this case, serves to promote 
research and teaching facilities in the medical school of 
your interest. It seems most logical that physicians, who have 
been the recipients of the great opportunities for their medical 
education, take an active part in promoting and expanding 
these facilities to oncoming students of medicine. 

To bring this appeal closer at hand, the Michigan Foun- 
dation provides, among its other efforts in spreading educa- 
tion and better medical care to the people of Michigan, the 
establishment of a fund to assist worthy medical students to 
complete their education. 

Here we have a very tangible opportunity to make the 
path easier for our current and future embryo doctors. The 
funds now available are not adequate to meet the demands. 
One of our councillors has offered a timely suggestion— 
namely, make a gift on your birthday each year to the Michi- 
gan Foundation, 300 W. Ottawa, Lansing, Michigan. Even 
though the individual donation be not large, the sum total 
from Michigan physicians would create a substantial fund. 

In estimating your charity budget for 1955 and future 
years, I invite your attention to these two fine opportunities 
for doctors to contribute to the future of medicine. 


Kitt . Gahen, 


President, Michigan State Medical Society 
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MEDICINE’S RESPONSIBILITY TO OLDER 
PEOPLE 


ewe UNIVERSITY of Michigan, Institute of 
Industrial Health, has been particularly in- 
terested in the problem of the older industrial 
worker. The measurement of ability, from a med- 
ical point of view, to carry on an accustomed live- 
lihood or the necessity for a change of job for 
health reasons has posed the question to which no 
ready-made answers are available. The increasing 
trend to force retirement at a chronological age 
has brought into sharp focus the need for medical 
criteria to serve as guides to the individual worker. 
In the hands of a physician, these guides may. be 
used for counseling and to provide earlier volun- 
tary retirement for health reasons or for the 
proper placement after forced retirement, for age 
reasons alone into new and gainful occupation. 


The Institute of Industrial Health turned to 
other University resources and to the State Medi- 
cal Society and found much interest in the broad 
field of gerontology. From this beginning, a Ger- 
ontology Conference for Physicians sponsored 
jointly by the Michigan State Medical Society and 
the University of Michigan set itself three objec- 
tives: To outline medicine’s responsibility to older 
people; to acquaint the practitioner with commu- 
nity projects in gerontology in order to show his 
role in these efforts; and to review medical and 
other current knowledge in gerontology. 

The conference emphasized to the participants, 
most of whom were physicians representing their 
local County Medical Society Geriatric Commit- 


tee, that medicine had a responsibility to the com- . 


munity to give medical leadership and guidance 
to citizen group projects in gerontology. More and 
more people survive each year to be classed as 
oldsters. Medicine is challenged to prevent and 
treat the many illnesses which make life so miser- 
able for our older people. In addition to the 
physical infirmities of oldsters are added the social, 
spiritual and psychological problems. 


The over-all care of the individual patient rests, 
as always, in the hands of the practitioner. When 
the patient is an oldster, treatment for the specific 
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patient may well require in addition to medical 
treatment, home care and proper housing, rehabil- 
itation and special health services, recreation, 
companionship and spiritual comfort in order to 
achieve the therapeutic goal desired. 


Included in this issue of THE JOURNAL are a 
few papers selected from the conference to repre- 
sent the several phases of the physician’s role in 
gerontology. Dr. Sellers, in “Geriatrics and the 
General Practitioner,” points clearly to medicine’s 
responsibility to both the fit and to the disabled 
person in the later years of life. The clinical prob- 
lems associated with aging are many and the 
paper dealing with “The Circulation” by Dr. 
Barker represents one clinical area of special in- 
terest. An approach to preventive geriatrics is 
represented by Dr. Reveno in his manuscript 
“Periodic Health Appraisal.” Where and how the 
physician can contribute to community gerontol- 
ogy projects is brought out by Dr. Getting. Simi- 
larly, Dr. Price summarizes the salient recommen- 
dations for the medical profession as gathered 
from several conference speakers. The attested 
success of the conference was achieved through 
the co-operative efforts of the planning committee, 
the State Medical Society and the University 
divisions concerned. 


The conference program from which these pa- 
pers were chosen follows in full. Publication of 
the other conference manuscripts is in preparation 
as a complete unit. 


GERONTOLOGY—MEDICINE’S RESPONSIBILITY 
TO OLDER PEOPLE 


January 13, 14, 15, 1955 
University of Michigan—Ann Arbor 


Sponsors: Michigan State Medical Society and Uni- 
versity of Michigan (Institute of Industrial Health, 
Division of Gerontology, Medical School; School of 
Public Health, Postgraduate Medicine). 

Planning Committee: Michigan State Medical Society 
—S. C. Wiersma, M.D. (Co-Chairman), A. Hazen 
Price, M.D., and F. C. Swartz, M.D.; University of 
Michigan—O. T. Mallery, Jr., M.D. (Co-Chairman), 
L. Fred Bissell, M.D., Wilma T. Donahue, Ph.D., and 
Vlado A. Getting, M.D. 

Conference Management: University of Michigan, 
Institute of Industrial Health. For information about 
publications write: Marian N. Mallery, Supervisor, 
Health Information, Institute of Industrial Health, 1630 
University Hospital, Ann ‘Arbor, Michigan. 
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Medicine’s Responsibility to Older People 
Presiding: O. T. Mallery, Jr., M.D., Ann Arbor 

Conference Purposes—Greetings—Robert H. Baker, 
M.D., Pontiac 

Geriatrics and the General Practitioner—Charles W. 
Sellers, M.D., Detroit 

Longevity: Facts and Causes—Louis Dublin, Ph.D., 
New York, N. Y. 

Medicine’s Responsibility to Older People—F. C. Swartz, 
M.D., Lansing 


What Is Aging? 
Presiding: S. C. Wiersma, M.D., Muskegon 

Physiological Aspects—Nathan W. Shock, Ph.D., Balti- 
more, Md. 

Psychological Problems—Wilma T. Donahue, Ph.D., Ann 
Arbor 

Social Aspects—Ernest W. Burgess, Ph.D., Chicago, III. 

Spiritual Aspects—Duncan E. Littlefair, D.D., Grand 
Rapids 

Joint Meeting with Washtenaw County Medical Society 
—Gerontology Program 


Clinical Problems Associated with Aging 

Presiding: L. Fred Bissell, M.D., Ann Arbor 
The Circulation—Paul S. Barker, M.D., Ann Arbor 
Surgery—Frederick A. Coller, M.D., Ann Arbor 
Psychiatric—Jack Weinberg, M.D., Chicago, II. 


Preventive Geriatrics 
Presiding: F. C. Swartz, M.D., Lansing 

Industrial Medicine—Retirement—Charles E. Dutchess, 
M.D., New York, N. Y. 

Periodic Health Appraisal—William ‘S. Reveno, M.D., 
Detroit 

Geriatric Nutrition—J. M. Orten, Ph.D., Detroit 

Health Education and Accident Prevention—Robert J. 
Anderson, M.D., Washington, D. C. 

Rehabilitation Services—Murray B. Ferderber, M.D., 
Pittsburgh, Pa. 
Dinner—Remarks by A. C. Furstenberg, M.D. 


The Physician’s Role in the Community: A Panel 


Presiding: A. Hazen Price, M.D., Detroit 
Panel Participants: 

Health Programs—Vlado A. Getting, M.D., Ann Arbor 

Hospital and Nursing Homes and Other Units—F. C. 
Swartz, M.D., Lansing 

Counseling and Social Services—Eleanor G. Crane- 
field, Ann Arbor 

Community Programs for Retired Workers—Willard 
E. Solenberger, Detroit 

Recreation and Work Opportunities—Ira I. Sonnen- 
blick, Detroit 

Living Arrangements—Wilma T. Donahue, Ph.D., 
Ann Arbor 


Summary of Conference—-A. Hazen Price, Detroit 


Otto Topp Ma tery, Jr., M.D. 


CRIME AND PUNISHMENT 


N OUR editorials for March, 1955, we cited the 
decision of the Supreme Court of the State of 
Michigan (Albert vs. Grand View Hospital) which 
opined that only the State Board of Registration in 
Medicine has any right legally given to curtail or 
limit the practice of medicine in the state of 
Michigan and certain of its hospitals. There is 
Now an action before Allegan County Circuit 
Court seeking to extend that ruling to cover other 
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hospitals and by implication removing all volun- 
tary supervision and limitations of medical prac- 
tice. If this case is lost, as was the one in Iron 
County, we must look to the State Board of Reg- 
istration in Medicine, and experience has not been 
too encouraging. - 


Recently, two doctors of medicine in the city of 
Detroit were found red handed, and convicted of 
conspiracy to abet an abortion. To the minds of 
some of us, that is a reprehensible offense. What 
was the action of our public authorities? These 
men were given the absolute minimum of punish- 
ment by the Court. Their licenses to practice 
were not revoked or even suspended. There have 
been several convictions of income tax evasion, 
with prison sentences, and little or no suspension 
of the license to practice medicine. There have 
also been several convictions of supplying narcot- 
ics, and the licenses suspended for a time. 


Are our doctors and our lawyer friends satisfied 
with this dispensation of justice, or the carrying 
out of legal and moral responsibilities? For the 
last half century of medical practice, there has 
been built a very certain and profound regard for 
the ideals of the profession. Are these ideals to be 
case into limbo because our established “authori- 
ties” are not completely in accord? Are abortion- 
ists to be accepted as “OK”? The Detroit men 
were promptly suspended from membership in 
Wayne County Medical Society, but if allowed to 
practice there or elsewhere how long before they 
will make new applications and rejoin our medical 
society? 

According to the Michigan Supreme Court (Al- 
bert vs. Grand View Hospital), these criminals, 
still holding licenses from the Michigan State 
Board of Registration in Medicine, may practice 
in a certain group of hospitals, and may be re- 
strained only by the licensing Board. There is no 
way to prevent repetition of their practice—abor- 
tion or narcotic offenses. If the Court should be 
of the same mind in the case of Kopprasch vs. 
Allegan Community Hospital et al (including the 
Michigan State Medical Society), we would be 
dependent entirely upon a Board which has not 
in the past given much protection. 

If such an outcome should arise, and God for- 
bid, we shall be faced with a study of the whole 
medical practice law in Michigan, and the other 
states too. We have ideals to which to aspire. We 
are facing a time of trial, but we, the profession, 
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have met the test before and will again. Some 
teeth might be drawn, for the better good of the 
whole people. We said in March that the medical 
situation in Michigan might become intolerable to 
the mass of our people. WE are fighting now, but 
the general public may become involved if certain 
trends are not changed. , 


NATIONAL LEGISLATION 


ee a great many years, the American ‘Medical 
Association has had the reputation of being 
against medical legislation. We fear that same 
appellation may be ours again as we scan the 
many bills that are now under consideration in the 
National Congress in Washington. We have read 
many of them, and we see proposals we do not 
want and many which need some little change to 
make them acceptable or even actively sponsorable. 
There are many bills which we can endorse and 
freely support, some of which we in THE JOURNAL 
have talked about for many years: H.R. 9 
(Jenkins) and H.R. 10 (Keogh) are very satisfac- 
tory bills providing tax deferment or postponement 
for self-employed professional persons in order to 
provide retirement funds while earning power is 
greatest. There are nine other such bills in the 
House. H.R. 3112 (Fogarty) authorizes the fed- 
eral government, upon request, to withhold pay- 
ments of premiums for health insurance. At pres- 
ent, the federal government does not allow with- 
holding for any purpose except its own, else Mich- 
igan Medical Service years ago would have in- 
sured many groups of post office workers. This 
provision was presented at our personal suggestion 
in S. 2143, a bill introduced by Senator Taft in the 
Senate, May 3, 1946, at the suggestion and with 
the active support of the Conference of Presidents 
and other Officers of the State Medical Societies, 


and had the blessing of our own Senator Vanden- 
berg. 


S. J. Res. 1 (Bricker) and nine House joint 
resolutions propose a Constitutional Amendment 
limiting the domestic effect of treaties and inter- 
national agreements such as Yalta, just released. 
The Yalta secret agreement has proved the vi- 
ciousness of such acts. It undoubtedly was respon- 


sible for the Korean War. We have no fear 
about President Eisenhower, but he has some 
high ranking advisors, and in years to come will 
have a successor. We must be prepared. Treaties 
and international agreements must not affect our 
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domestic rights or economy except by specific ac- 
tion of the elected Congress. 


S. 886 (Smith, N. J., et al), H.R. 3458 (Priest) 
and H.R. 3720 (Wolverton) are the administra- 
tion’s omnibus health bills. Title VI grants aid to 
states for mental health programs and is completely 
satisfactory. Title V replaces the present public 
health service categorical grants with three new 
broad type grants. Some amendments are neces- 
sary. Title IV could be made good. It provides a 
training program for professional nurses and other 
professional health personnel, including physicians, 
This should be limited to nurses. 

H.R. 1620 (Teague) liberalizes the furnishing of 
medical and hospital care to retired veterans. It is 
a good bill because it will benefit veterans with 
service-connected disabilities. There are several 
bills permitting deductions for premiums paid for 
annuity, life insurance, medical expenses with 
three-year carry-over if over the maximum allow- 
able, and one by Wolverton permitting deductions 
on health insurance premiums without regard to 
the present 3 per cent limit. (H.R. 402) 

S. 1323 (Hill et al), with some amending to 
make it safe, would provide federal aid to medical 
education, a five-year plan of construction, expan- 
sion and maintenance of medical schools. Half of 
the Council should be selected from the field of 
medicine. There are five other bills providing aids 
in medical education, military, medical, and dental 
scholarships. Some of these bills, with slight modi- 
fication, would be acceptable. 

There are two joint resolutions, S. 46 (Hill) and 
H.R. 230 (Priest), providing mental health studies 
for 1955. There are four Senate bills and one in 
the House on this same mental health subject 
which could tie in with the President’s Title VI 
mentioned above. There are several bills on the 
subject of air pollution which deserve our support: 
S. 928 (Kuchel et al), H.R. 833 (Ray) and HR. 
2129 (Frelinghuysen). 

The medical profession is opposed to Title I of 
the Administration omnibus bills by Smith, Priest 
and Wolverton, because we think it is not needed 
and would not give the relief promised. Title Il 
is also opposed, because we see an extension of a 
type of medical practice which we do not like, 
contract practice by salaried physicians, and 4 
chance to build throughout the country, at gov- 
ernment expense, medical clinics of the Kaiser 
variety. 
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Michigan’s Congressman Dingell of historic 
Wagner-Murray-Dingell compulsory health bills 
(H.R. 95), would give us a national health bill 
providing seven types of federal aid in the health 
field. Take a bite here and a bite there, and after 


a while you have eaten the whole apple. We 
oppose. 
There are two bills, H.R. 481 (Scott) and 


§. 434 (Ives et al), providing federal aid for vol- 
untary health plans, medical education, and health 
facilities. The voluntary health plans are doing 
too well for the bureaucratic do-gooders’ peace of 
mind. They want to get in. A subsidy is just 
Neither do we want a 
subsidy to medical education or health facilities 
unless the Congress will pass an act such as sug- 


what we do not want. 


EDITORIAL 


gested previously renouncing the implication of 
subsidy in the decision of the Supreme Court. 

There are nine bills which provide medical care 
and aid to dependents of members of the armed 
forces, all of which merely increase the number of 
persons coming under federal medical care. Two 
bills would commission osteopaths, and one would 
extend the doctor’s draft. We do not need either. 
Many bills establish presumption of service con- 
nection for certain periods of time following dis- 
charge from active duty; one would establish 
emergency care for veterans of the Spanish War. 
This would cover every veteran of that war. One 
bill proposes a building program to provide 16,000 
additional hospital beds. Are they 
necessary? 


veterans’ 





Medical Society. 


planning. 


The following workshops will be offered: 


1. Techniques for Counseling and Placing Older 

Workers 

Developing Employment 

Older People 

3. Selection, Utilization, 
Older Workers 

4. PREPARATION FOR RETIREMENT 

5. Planning and Financing Sheltered Workshops 
for Older People 

6. Vocational Education 
Older People 

7. GETTING MEDICAL CARE SERVICES 
AND FACILITIES FOR OLDER PEOPLE 

8. APPLICATIONS OF REHABILITATION 
TO THE NEEDS OF THE AGING 


ho 


Opportunities for 


and Retirement of 


and Retraining for 


9. HEALTH MAINTENANCE IN LATER 
MATURITY 

10. Designing and Financing Housing for Older 
People 

ll. Planning and Operating an Old People’s 
Home 


For further information write: 


Michigan. 


i. 





AGING—APPLYING TODAY’S KNOWLEDGE TODAY 
The University of Michigan Eighth Annual Conference on Aging 
Ann Arbor, Michigan, June 27-30 


AGING—APPLYING TODAY’S KNOWLEDGE TODAY is being offered under the joint sponsor- 
ship of the U. S. Departments of Labor, and of Health, Education, and Welfare; U. S. Civil Service 
Commission; Housing and Home Finance Agency; 
Workers-Congress of Industrial Organizations; Michigan State Departments of Health, Mental Health, 
Employment Security, Social Welfare, Agriculture, and Public Instruction; and the Michigan State 


The Conference Program will consist of General Sessions and Workshops which will offer leaders, 
experienced workers, and newcomers to the field an opportunity to study the application of present- 
day knowledge to the solutions of problems of older people in the fields of employment, housing, com- 
munity organization, health, religion, education, use of leisure time, legislative action, and advanced 


Division of Gerontology, 


Council of State Governments; United Auto 


12, WHAT A COMMUNITY COMMITTEE 
ON AGING CAN AND SHOULD DO 

13. Budget Building for Older People 

14. Exploring the Needs of Older People in 
Small Towns and on the Farm 


15. How to Make a Community Survey on the 
Needs of Older People 

16. Activity Center and Recreation Programs for 
Older People 

17. Education and Library Programs for Older 
People 

18. What Volunteers, Clubs, and Organizations 
Can Do for the Aging 

19. Planning Church Programs for Older People 

20. What State and Legislative Committees on 
Aging Can Do 

21. PLANNING FOR THE MENTAL HEALTH 
OF THE AGING 

22. How to Be an Older Person 


1510 Rackham Building, Ann Arbor, 
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Theodore G. Klumpp, M.D. 


Able Spokesman of a Great Industry 


When it came to selecting a spokesman at the 
1955 Michigan Clinical Institute to symbolize the 
teamwork among the pharmaceutical profession, 
the drug manufacturing industry, and the medical 
profession in promoting medical progress, the 
search did not have to go very far. Theodore G. 
Klumpp, M.D., of New York, was quickly nomi- 
nated by the leaders of 
both the American Drug 


Manufacturers Associa- 
tion and of the American 
Pharmaceutical Manu- 


facturers Association. 

As President of Win- 
throp-Stearns, Inc., Dr. 
Klumpp heads one of the 
larger pharmaceutical] 
houses, but his activities 
beyond his business posi- 
tion made him a marked 
man. In his introduction 
of Dr. Klumpp at the 
MCI Testimonial Ban- 
quet, Lawrence Reyn- 
olds M.D., of Detroit, 
toastmaster, epitomized 
the guest in these words: 


“He is a rare combination of businessman and scientist, 
but nevertheless looks well in tennis shorts. 

“Like Winston Churchill, he is incapable of approach- 
ing any enterprise at half-throttle. He moves directlv 
to the core of a problem but does so without apparent 
exertion. He wears his honors with the modesty of a 


scientist, conducts himself with the dignity of a diplo-° 


mat, works with the precision and efficiency of a top 
executive, and lives with the grace of the gentleman he 
truly is.” 


Since September, 1954, Dr. Klumpp has ably 
served as Chairman of the Medical Services Task 


Force for the Hoover Commission, which is con- 
tinuing its study of federal government operations. 





Dr. Klumpp’s paper on “The Pharmaceutical 
Manufacturers’ Interest in the Practice of Medi- 
| cine” will appear in a later issue of THE JouRNAL. 
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This task force recently submitted a report to 
Congress which went right to the heart of the 
many problems connected with federal govem- 
ment operations in the fields of health and medi- 
cine. 


Dr. Klumpp is also Vice President of the 
United States 


Pharmacopoeia and a_ former 
President of the Ameri- 
can Pharmaceutical 
Manufacturers —Associa- 
tion. In earlier days, he 
served as Secretary of 
The Council on Pharma- 
cy and Chemistry of the 
AMA, and as Assistant 
Clinical Professor at Yale 
University Medical] 
School. He _ performed 
great service as a mem- 
ber of the Task Force 
on the Handicapped of 
the Office of Defense 
Mobilization. 

Climax of Dr. 
Klumpp’s activities as of- 
ficial representative of 
the pharmaceutical pro- 
fession and the drug manufacturing industry of the 
nation at the Michigan Clinical Institute came 
when he was presented with a scroll from the 
Michigan State Medical Society. This token, 
tendered by Robert H. Baker, M.D., of Pontiac, 
MSMS President, summarized the feeling of the 
Michigan medical profession towards pharmacies 
and pharmaceutical manufacturers in these words: 


“In deep appreciation and grateful recognition of 
distinguished service rendered to the peoples of the 
world through scientific research, modern production 
and distribution of livesaving drugs and education of 
the public in the great advances of medicine.” 


And to those who know and have worked with 
him, Dr. Klumpp characterizes to the greatest 
degree these ideals and achievements of the phar- 
maceutical profession and manufacturing industry. 
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Dramatic presentation of the newest develop- 
ments in medicine and surgery available to the 
doctor of medicine in his daily practice—based on 
the theme “What’s New, Doctor, That You Can 
Use?”—attracted a record-breaking number of 
registrants to the Ninth Annual Michigan Clinical 
Institute in Detroit, March 9, 10, and 11. 
Attendance totaled 2,980. 


Teamwork among the pharmaceutical profes- 
sion, the pharmaceutical manufacturing industry, 
and the medical profession in the rapid progress 
of Medicine during the past twenty years was 
given special emphasis. 


A total of forty-four guest lecturers, half of 
them from medical centers in other states, ap- 
peared on the crowded MCI schedule, presenting 
the latest information in almost every area of 
medicine and surgery. For the second year, the 
program included a daily color telecast which 
brought actual surgery and clinical demonstrations 
to a huge screen in the assembly hall. 


This year the color telecasts, sponsored by 
Smith, Kline & French Laboratories, originated in 
Receiving Hospital. The series was climaxed on 
the final day by a closeup view of delicate heart 
surgery which held a capacity audience forty 
minutes beyond the scheduled adjournment time. 
The operation was a part of the Sixth Annual 
“Heart Day” program presented by the Michigan 
Heart Association. 


The Sheraton-Cadillac Hotel once again was 
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UPWARD SURGE CONTINUES 


Another attendance record was set at the Ninth 
Annual Michigan Clinical Institute in Detroit, 
March 9-10-11. New registration marks were set 
m every category, to increase total attendance at 
the 1955 MCI by 477 over the record set last 
year. Attendance has shown an upward trend in 
eight out of the nine years, and registrations this 
year were 131 per cent greater than in 1947, 
when the MCI was inaugurated. 


Here are the final figures for 1955: 
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the scene for the MCI, its excellent technical ex- 
hibit, and all related meetings and special events. 
Louis J. Hirschman, M.D., of Traverse City, was 
General Chairman. 


Many New Highlights 


There were more outstanding sidelights and 
non-medical highlights at the 1955 MCI than in 
any previous year. Special tribute was paid at 
various events to a number of distinguished M.D.s 
and friends of medicine. 


Ducan J. McColl, M.D., of Port Huron, 
eighty-six-year-old general practitioner who started 
his medical career in 1893, was presented with the 
annual award as “Michigan’s Foremost Family 
Physician” in ceremonies on the opening day. 


At a special testimonial banquet March 10, held 
in conjunction with the MCI, some 500 Michigan 
M.D.s and their guests thronged the Grand Ball- 
room to honor seven of their colleagues who 
currently head up national medical organizations, 
and to pay tribute to four other men who have 
contributed to medical education, research, and 
progress. 


The seven presidents of national organizations 
receiving honors were: Arthur C. Curtis, M.D., 
Ann Arbor, American Academy of Dermatology 
and Syphilology; Lynn A. Ferguson, M.D., Grand 
Rapids, American College of Gastroenterology; 
William A. Hudson, M:D., Detroit, American Col- 
lege of Chest Physicians; A. C. Kerlikowske, M.D., 
Ann Arbor, American College of Hospital Ad- 
ministrators; H. Marvin Pollard, M.D., Ann 
Arbor, American Gastroscopic Society; Albert D. 
Ruedemann, M.D., Detroit, American Society of 
Ophthalmologic Allergy, and Cyrus C. Sturgis, 
M.D., American College of Physicians. 


TV Program Honored 


Douglas Donald, M.D., Detroit, was chairman 
of the testimonial banquet committee. Lawrence 
Reynolds, M.D., of Detroit, was toastmaster. 

The principal address was presented by Leland 
I. Doan, of Midland, President of Dow Chemical 
Company. He received a special award from 
MSMS honoring his company for leadership in 


(Continued on Page 601) 
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“ELDER STATESMEN,” in terms of wisdom and 
service but not in age, gathered during the MCI to form 
a new organization of former MSMS presidents, which 
will serve in an advisory capacity. Twelve of twenty-one 
living past presidents were present. Seated (left to right): 
Grover C. Penberthy, M.D., Detroit, 1935; Robert L. 
Novy, M.D., President-for-a-Day, 1952; Otto O. Beck, 
M.D., Birmingham, 1951; W. E. Barstow, M.D., St. 
Louis, 1949; Louis J. Hirschman, M.D., Traverse City, 
1928; Henry A. Luce, M.D., Detroit, 1938; R. J. 
Hubbell, M.D., Kalamazoo, 1952; J. D. Brook, M.D., 
Grandville, 1929. Standing: L. Fernald Foster, M.D., 
Bay City, President-for-a-Day, 1954; L. W. Hull, M.D., 
Detroit, 1953; E. F. Sladek, Traverse City, 1948; Henry 
Cook, M.D., Flint, 1937. 


FROM BELGIUM directly to Detroit came Joseph 
P. Hoet, M.D. (left), University of Louvain professor, 
for a special luncheon sponsored by three specialty 
groups. He was greeted by Louis J. Hirschman, M.D.. 


MCI General Chairman, and Richard M. McKean, 
M.D., Detroit (right), luncheon committee chairman. 


AWARD FOR EXCELLENCE in Medical Reporting, 
periodic MSMS honor, was presented to The Detroit 
News at a dinner on the eve of the MCI. Warren S. 
Booth (left), publisher of The News, accepted the 
traditional scroll from W. S. Jones, M.D., Menominee, 
MSMS President-elect. 


JMSMS 
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PRINCIPAL SPEAK- 
ER at the _ testimonial 
banquet was Leland I. 
Doan, of Midland (left), 
President of Dow Chem- 
ical Company, who was 
honored for his com- 
pany’s contribution to 
scientific research and 
public understanding of 
Medicine. Douglas Don- 
ald, M.D., Detroit (cen- 
ter), banquet committee 
chairman, and Robert H. 
Baker, M.D., MSMS 


President, acted as hosts. 


SEVEN PRESIDENTS of national medical organiza- 
tions who are members of MSMS were paid special 
tribute at a testimonial banquet held concurrently with 
the MCI. Chatting in an anteroom before the dinner 
started are (left to right): William A. Hudson, M.D.. 
Detroit; H. Marvin Pollard, M.D., Ann Arbor; Albert 
D. Ruedemann, M.D., Detroit; Arthur C. Curtis, M.D., 
Ann Arbor; Lynn A. Ferguson, M.D., Grand Rapids, 
and Cyrus C. Sturgis, M.D., Ann Arbor. Unable to 
attend was A. C. Kerlikowske, M.D., Ann Arbor. (See 
text of story for organization names.) 


SERVICE AWARD for twenty-seven years as Member 
and Secretary of the State Board of Registration in 
Medicine was presented to J. Earl McIntyre, M.D., 
Lansing (right), by MSMS. Albert C. Furstenberg,. 
M.D., Ann Arbor, was appointed to do the honors. 
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RECENT GAINS in the long fight against cancer were outlined 
to volunteer workers at the luncheon by Frederick A. Coller, 
M.D., Ann Arbor (right), before he presented a scientific lecture 
to the MCI assembly. Dr. Coller and Dr. Brunschwig both 
received scrolls from C. Allen Payne, M.D., Grand Rapids (left), CANCER SOCIETY volunteers heard of 


Chairman of the Michigan Cancer Co-ordinating Committee. the Jmportant role they have played in 
public education when Alexander Brun- 


schwig, M.D., of New York, spoke to a 
luncheon gathering. 





THREE ORGANIZATIONS teamed up to surprise George J. 
Curry, M.D., of Flint, with a special award honoring him for his 
voluntary postgraduate training in trauma and orthopedic surgery 
over many years to residents and interns at Flint hospitals. Parties 
to the surprise were (left to right): L. R. Martin, M.D., Detroit, 
Michigan Industrial Medical Association; Dr. Curry; MSMS Presi- 
dent Robert H. Baker, M.D., and V. C. Abbott, M.D., Michigan 


Regional Committee on Trauma, American College of Surgeons. 


THREE HEADS are better than one when it comes to aiding news 
coverage of the MCI. This candid press room shot shows Claude 
L. Weston, M.D., Owosso, Press Relations Committee Chairman; 
MSMS Secretary L. Fernald Foster, M.D., and Louis J. Hirschman, 
M.D., MCI General Chairman, in deep discussion. 
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scientific research and for promoting understand- 
ing of today’s doctor of medicine through sponsor- 
ship of the prize-winning television show, 
“Medic.” 

Theodore G. Klumpp, M.D., of New York, 
President of Winthrop-Stearns, Inc., was presented 
with a scroll symbolizing the partnership of the 
pharmacist, drug manufacturer and M.D. in 
hastening medical progress) Dr. Klumpp was 
selected by the pharmaceutical industry as spokes- 
man for the occasion. (See related stories else- 
where in this issue.) 

Others receiving special recognition were 
Roland S. Sykes, D.D.S., of Muir, who endowed a 
series of seven annual cancer lectures at previous 
MCIs, and J. Earl McIntyre, M.D., of Lansing, 
who is completing twenty-seven years of service 
on the State Board of Registration in Medicine, 
the last twenty-two as Secretary. 

A testimonial luncheon on the first day of the 
MCI gave Michigan volunteers in the fight to 
conquer cancer an opportunity to hear two 
nationally-recognized authorities, Frederick A. 
Coller, M.D., of Ann Arbor, and Alexander 
Brunschwig, M.D., of New York, report on recent 
developments in the battle. Later the two 
presented scientific lectures to an _ all-M.D. 
audience. The highly successful luncheon was co- 
sponsored by the two Michigan divisions of the 
American Cancer Society and the Michigan 
Cancer Co-ordinating Committee. Edward T. 


Tuescher, of Detroit, was chairman of arrange- 
ments. 


Lecturer from Belgium 


Another luncheon meeting of outstanding im- 
portance was held March 11 under the three-way 
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sponsorship of the Michigan Diabetes Association, 
Michigan Society of Obstetricians and Gyne- 
cologists, and the Detroit Pediatric Society. Joseph 
P. Hoet, M.D., Professor of Internal Medicine at 
the University of Louvain, Belgium, internation- 
ally known for his research in diabetes, chose 
this meeting for his first appearance in a current 
visit to the United States. 

One of the most important events related to the 
MCI was the Annual Conference for Residents, 
Interns, and Senior Medical Students on March 
9, which was attended by 138 registrants. Fea- 
tured was a series of skits by interns and residents, 
based on socio-economic problems faced by young 
M.D.s, which served as a foundation for discussion. 

A two-day conference for Operating Room 
Nurses, held concurrently with the MCI, drew 407 
participants. 

Of unusual interest was a luncheon meeting on 
March 10 at which twelve of the twenty-one living 
ex-presidents of MSMS gathered to form a new 
organization of “elder statesmen” which is ex- 
pected to play an important advisory role in future 
affairs of MSMS. 

The superior program presented at the 1955 
MCI attracted news interest unsurpassed in 
previous years. On-the-spot coverage by Detroit 
daily newspapers and press service representatives 
writing for newspapers and radio and television 
stations throughout the state reached a peak this 
year. A five-man Press Relations Committee, 
aided by the Public Relations staff, helped news- 
men cover the events and speakers during the 
busy three-day session. Serving on the committee 
were C. L. Weston, M.D., Owosso, Chairman; H. 
F. Dibble, M.D., Detroit; A. B. Gwinn, M.D., 
Hastings; R. A. Johnson, M.D., Detroit, and R. 
W. Shook, M.D., Kalamazoo. 





METHYL TESTOSTERONE 


(Continued from Page 579) 


ls worthy of trial in migraine of women, albeit one 
that requires proper supervision in order to avoid 
undesirable cosmetic effects. 
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TB AND VD CASE FINDING AMONG 
MIGRANT LABORERS 


Plans for the special summer project in TB and VD 
casefinding among migrant laborers in the Saginaw Val- 
ley area are going forward. It is estimated that mobile 
trailers moving from farm to farm will give chest x-rays 
and blood tests for syphilis to some 6,000 workers above 
age fourteen in the six weeks that the program is to be 
in operation. Males will be examined for gonorrhea 
also. 

Seven counties, Bay, Huron, Isabella, Midland, Sagi- 
naw, Sanilac and Tuscola are included in the program. 
Following approval by the Venereal Disease Control 
Committee of MSMS, the program was submitted for 
discussion to the County Medical societies involved. 

Previous work in tuberculosis control among seasonal 
workers in the Saginaw Valley area has shown the inci- 
dence rate of both tuberculosis and syphilis to be many 
times higher among them than among the residents of 
Saginaw County. 


HOME CARE OF CHRONIC DISEASE 
PATIENTS 


A pilot study is under way in Sanilac County to 
determine whether specialized home nursing services for 
persons with chronic diseases are needed in Michigan’s 
rural areas. 

For a three months’ period, a public health nurse will 
visit the homes of chronic disease patients referred by 
physicians of the county. She will not only teach mem- 
bers of the family to give the nursing care required, 
but also help both patient and family to adjust to the 
many physical, emotional and economic problems in- 
volved in chronic illness. 


CARDIAC PROGRAM IN 
MENOMINEE COUNTY 


Cardiac cases from two sources are being studied in 
a special clinic program now being carried on in Me- 
nominee County. In two centers in the county, Me- 
nominee City and Daggett, two cardiologists selected by 
the Michigan Heart Association are holding clinics for 
patients referred by physicians and for persons found 
to have a chest abnormality by the community chest 
X-ray survey. 

One of the cardiologists works with children and the 
other with adults. An honorarium and travel expenses 
are paid by the Michigan Department of Health. 


VALUE OF SPECIAL FOLLOW-UP OF 
CHEST X-RAY SCREENING 


An addition to the usual follow-up of mobile chest 
x-ray screening is being tried out in Shiawassee County, 
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in an attempt to evaluate the potential diagnostic value 
of certain data furnished by the x-rays. 


Related records of all persons showing suspect heart 
abnormalities or indications of lung cancer are first 
studied in the physician’s office. When indicated, a 
detailed study including home calls is made by a public 
health nurse assigned for this purpose from the staff of 
the Shiawassee County Health Department. 


PHYSICIANS SCREENING FOR CERVICAL 
CANCER IN SAGINAW COUNTY 


An interesting type of cancer detection program is 
being carried on by the physicians in Saginaw County. 
Physicians throughout the county are being encouraged 
to use the Papanicolaou test for cervical cancer on 
every patient for whom there is any possible indication 
of need. One doctor is screening on the basis of age 
susceptibility alone. Cost of the laboratory fee for the 
examination is being underwritten by the Michigan 
Department of Health. 


MICHIGAN OTOLOGISTS AID IN PROGRAM 


In the fourteen years that the Michigan Department 
of Health has worked with local health departments, 
physicians and schools throughout the state in the devel- 
opment of casefinding and medical correction programs 
for children with hearing defects, a good deal of infor- 
mation has been collected about the extent, nature and 
significance of hearing defects in Michigan children. 


Over seventy-five practicing otologists have partici- 
pated in the Michigan program. 


Casefinding surveys conducted in eighty-two counties 
since 1942 show that an average of about 3 per cent of 
all Michigan school children have a hearing loss. On 
the basis of the number of children 5 to 19 years of 
age in the 1952 school census, this means that 47,698 
boys and girls in regular classrooms throughout Michi- 


- gan have a significant hearing loss. 


Experience in the medical correction programs Cal- 
ried on through the co-operation of practicing otologists 
has shown that about 75 per cent of the children with 
hearing losses can have their hearing restored to normal, 
or have it greatly improved, through treatment. 


It is anticipated that some 200,000 school children 
will be screened for hearing defects in co-operative 
hearing conservation programs in about thirty Michigan 
counties during this school year. Children with a signifi- 
cant hearing loss will be examined by a local practicing 
otologist through the co-operation of the state and 
local medical societies. 
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1. Barany Pointing Test. The patient points at a stationary object, first with his eyes open 
and then closed. A constant error in pointing (past pointing) with his eyes closed in the 
presence of vertigo indicates peripheral labyrinthine disease or an intracranial lesion. 


m is a 2. The Caloric (Barany) Test. 
The patient sits with his eyes fixed on 
a stationary object and the external 
aged Be 5 ear canal is irrigated with hot (110 to 
, @ : a 120 F.) or cold (68 F.) water. If the 
; 3 vestibular nerve or labyrinth is de- 
ation ; : stroyed, nystagmus is not produced 
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3. The Rotation (swivel chair) Test. 
The patient sits in a swivel chair with 
his eyes closed and his head on a level 
plane. The chair is turned through ten 
complete revolutions in twenty seconds. 
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arms and subjective vertigo. 


Notes on the Diagnosis and Management of “‘Dizziness”’ 


I. Vertigo 


The term “dizziness” (vertigo) 
should be restricted to the sensa- 
tion of whirling or a sense of mo- 
tion.! This sensation is usually of 
organic origin and is the tangible 
symptom of a specific pathology. 

Moderate vertigo, with a sense 
of motion and a whirling sensa- 
tion, may be produced by infec- 
tion, trauma or allergy of the 
external or middle ear. Examina- 
tion of the ear will usually dis- 
close the abnormality. 

Severe vertigo, which will not 
permit the patient to stand and 
causes nausea and vomiting, in- 
dicates an irritation or destruction 
of the labyrinth. The specific con- 
dition may be labyrinthine hy- 
drops, an acute toxic infection, 
hemorrhage or venospasm of the 


labyrinth or a fracture of the laby- 
rinth. Multiple sclerosis and 
pathology of the brain stem should 
be considered also. 

It is important to learn if the 
patient’s sensation is continuous 
or paroxysmal.? Paroxysmal ver- 
tigo suggests specific conditions: 
Méniére’s syndrome, cardiac dis- 
ease and epilepsy. Continuous 
vertigo without a pattern may be 
due to severe anemia, posterior 
fossa tumor or eye muscle im- 
balance. 

Dramamine® has been found 
invaluable in many of these con- 
ditions. In mild or moderate ver- 
tigo it often allows the patient to 
remain ambulatory. A most satis- 
factory treatment regimen for 
severe ‘‘dizziness”’ is bedrest, mild 


sedation and the regular adminis- 
tration of Dramamine. 

Dramamine is also a standard 
for the management of motion 
sickness, is useful for relief of 
nausea and vomiting of radiation 
sickness, eye surgery and fenestra- 
tion procedures. 

Dramamine (brand of dimen- 
hydrinate) is supplied in tablets 
(50 mg.) and liquid (12.5 mg. in 
each 4 cc.). G. D. Searle & Co., 
Research in the Service of Medicine. 


1. Swartout, R., III, and Gunther, K.: 
“Dizziness :’”’ Vertigo and Syncope, GP 
8:35 (Nov.) 1953. 


2. DeWeese, D. D. : Symposium : Medical 
Management of Dizziness: The Impor- 
tance of Accurate Diagnosis, Tr. Am. 
Acad. Ophth. 58:694 (Sept.-Oct.) 1954. 
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In Memoriam 











Thomas H. Blair, M.D., died unexpectedly February 
21, 1955. Dr. Blair, who was fifty-one years old, had 
practiced in Adrian for about thirteen years. 

Born in Lyons, Ohio, the son of a physician, Dr. Blair 
was graduated from Morenci High School (Michigan) 
and from Park Military Academy in Chicago. He was 
graduated from the University of Michigan Medical 
School in 1931. Following his internship and residency, 
he practiced in Ann Arbor before joining the Army 
Medical Corps in 1940. Released from active duty in 
1942, Dr. Blair set up practice in Adrian. He served 
as physician to the Girls’ Training School in Adrian 
from August, 1953, to the time of his death. 

Surviving Dr. Blair are his widow, Virginia, and 
three children. A sister also survives. 


Simon S. Farbman, M.D., a lifelong resident of 
Detroit, died at the age of forty-seven on August 20, 
1954. 

A graduate of Central High School and the former 
Detroit City College, Dr. Farbman was graduated from 
Wayne University College of Medicine in 1932. He 
served his internship at Detroit Memorial Hospital. He 
was on the staff of Mt. Carmel Mercy Hospital and 
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Brent General Hospital, and was a past president of 
the staff at Brent. His memberships included the 
International College of Surgeons, American Academy 
of General Practice, the Michigan Obstetrical and Gyne- 
cological Society, and the Maimonides Medical Society. 

Dr. Farbman is survived by his mother; his wife, 
Edith J., and three children. A brother, Aaron Farbman, 
M.D., and a sister also survive. 


Linus J. Foster, M.D., of Detroit, neuropsychiatrist 
and former clinical professor of neurology and psychia- 
try at Wayne University College of Medicine, died at 
the age of fifty-nine. 

Death came to Dr. Foster on August 10, 1954, follow- 
ing a long illness. 

Born in Attica, Indiana, Dr. Foster attended the 
University of Michigan and graduated from its College 
of Medicine in 1920. After internship at University 
Hospital, Ann Arbor, he taught neurology there from 
1923 to 1925, then went to Detroit and entered private 
practice. During this time he also taught at Wayne 
University College of Medicine for twenty-five years, 
until his retirement in 1951. 

Dr. Foster was attending neurologist at Harper and 
Receiving Hospitals and was on the staff of four other 
Detroit hospitals. 

He was a past president of the Detroit Medical Club 


(Continued on Page 606) 
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DOCTOR, here’s a question and an answer you may 
find useful when patients ask about cigarettes: 


, ‘What do Viceroys 
do for you that no other 
filter tip can do ? 


ONLY VICEROY GIVES YOU 


20000 Filter Traps ; 


IN EVERY FILTER TIP 





eR 


TO FILTER-FILTER~FILTER 
YOUR SMOKE 
WHILE THE RICH-RICH 
FLAVOR COMES THROUGH 


These filter traps, doctor, are com- And, in addition, they enhance the 
posed of a pure white non-mineral flavor of Viceroy’s quality tobaccos 
cellulose acetate. They provide to such a degree that smokers re- 
maximum filtering efficiency with- port they taste even better than 
out affecting the flow of the smoke. cigarettes without filters. 


King-Size 2 


= |VICEROY 


WORLD'S MOST POPULAR FILTER TIP CIGARETTE Am 4am Filter Tip 


vere Be CIGARETTES 
ONLY A PENNY OR TWO MORE THAN CIGARETTES WITHOUT FILTERS Wy gan Wn KING-SIZE 
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CUMERTILIN’ 


(Brand of Mercumatilin, Endo) 
Tablets 


@ effective oral diuretic with no sig- 
nificant gastrointestinal irritation! 


@ Suitable for long-term mainte- 
nance therapy. 


@ eliminates need for injections in 
certain cases, lengthens interval 
between injections in others 


@ basically different in chemical 
structure, extending the therapeu- 
tic choice in organic mercurials 


DOSAGE: | to 3 tablets daily as required. 


SUPPLIED: As orange tablets, in bottles 
of 100 and 1000. Also available— 


CUMERTILIN Sodium Injection, 1- and 2-cc. 
ampuls, in boxes of 12, 25, and 100; and 


10-cc. vials, individually and in boxes 
of 10 and 100. 


1. Pollock, B. E., and Pruitt, F. W.: Am. J. M. 
Sc., 226:172, 1953. 


THE G. A. INGRAM COMPANY 
4444 Woodward Avenue, Detroit 1, Mich. 
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Linus J. Foster 
(Continued from Page 604) 
and the Michigan Society of Neurology and Psychiatry, 


Surviving are his wife, Frances, a son, a daughter, a 
sister, and a brother, Bernard B. Foster, M.D. 


Allen C, Fullenwider, M.D., died September 10, 1954, 
at his home in Detroit. He was sixty-eight years old. 


Born at Taylorville, Illinois, Dr. Fullenwider attended 
public schools there and then went to the University of 
Michigan, graduating from the School of Medicine in 
1909. He served his internship at Brideswell Hospital, 
Chicago, and his residency at Receiving Hospital, 
Detroit. 


Dr. Fullenwider was in private practice for forty-two 
years. 


He is survived by his wife, Ethel; a son, Allen C., Jr., 
and a daughter, Mrs. Janet Foster. 


Mrs. Edith Cowles Haughey, 
Battle Creek, an organizer of the 
Woman’s Auxiliary to the Michi- 
gan State Medical Society, past 
president of the Woman’s Auxil- 
iary to the Calhoun County Med- 
ical Society and prominent in 
many Civic activities, died March 
11, 1955, at the age of seventy- 
four. She was the wife of Wil- 
frid Haughey, M.D., Editor of 
THE JourNA.L of the Michigan State Medical Society. 

Although widely recognized for her community service, 
Mrs. Haughey was proudest of her honors as an out- 
standing mother and homemaker. An alumna of the 
University of Michigan, where she met her husband, 
Mrs. Haughey was the mother of eight children, all 
living and all, like their parents, University of Michigan 
graduates. 

Mrs. Haughey was an early president of the Calhoun 
County Medical Society Woman’s Auxiliary. The 
Daughters of the American Revolution and the Ameri- 
can Association of University Women were two of the 
several other organizations in which she actively partici- 
pated. The mother of six sons, several of whom served 
in the armed forces during World War II, Mrs. Haughey 
in 1941 helped organize one of the first women’s groups 
in the nation dedicated to entertaining soldiers. 

During the centennial celebration of the University in 
1937, Mrs. Haughey was given a citation as an outstand- 
ing alumna, acknowledging her contribution as 4 
mother. 

Alluding to the University of Michigan award, the 
Battle Creek Enquirer and News, in an editorial at the 
time of Mrs. Haughey’s death, stated: 


“In the university of the household there are many 
courses, rewarding or exciting if taken in stride; endu- 
rable with strength. Mrs. Haughey, above most mothers, 
had the opportunity to learn. 

“It was the impression of all those who knew her, as 
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Mrs. Edith Cowles Haughey 
(Continued from Page 606) 


much as of those who knew about her, that she gradu- 
ated Summa Cum Laude.” 
Mrs. Haughey was born in Nelson Township, Kent 


County, and was graduated from Greenville High School. 

Surviving are Dr. Haughey and the eight children: 
Mrs. Edith Ellen James of DePere, Wisconsin; Clifton, 
of Toronto, Ontario; David, of Grand Rapids; Charles 
and Louis, of Toledo, Ohio, and Mrs. Esther Dolan, 
Phillip, and Wilfrid, Jr., of Battle Creek. There are 
twenty-five grandchildren. 


Arthur M. Hume, M.D., ninety- 
five-year-old Past President of 
MSMS, died February 14, 1955, 
in Owosso, where he had prac- 
ticed and lived for seventy-two of 
the seventy-four years since his 
graduation from the former De- 
troit College of Medicine. 

Until he suffered a hip fracture 
in 1953, Dr. Hume was at his of- 
fice daily, carrying on a limited 

practice. 
Dr. Hume was MSMS President in 1918-1919, and 
was the oldest living Past President. At the time of his 


death, he also was the oldest living Past Grand Master 
of the Grand Lodge of Michigan, F. & A. M. He was 
a former Mayor of Owosso, former member and Presi- 
dent of the Owosso Board of Education, and a former 
member of the Michigan Board of Registration in Medi- 
cine. He was made a Fellow of the American College of 
Surgeons in 1910. 


Dr. Hume served as a medical officer in the Michi- 
gan National Guard from 1892 to 1901, and at one 
time was acting Surgeon General of the Michigan Na- 
tional Guard. He was also surgeon for the Ann Arbor 
Railroad for many years. 

Dr. Hume’s term as physician to some Owosso, fami- 
lies stretched over three generations. 

Dr. Hume was born near Adrian in 1859, attended 
country schools, and at the age of seventeen became a 
school teacher to earn money for college. Following his 
graduation from medical school in 1881, Dr. Hume prac- 
ticed in Bennington for two years before moving to 
Owosso to set up practice. A brother, W. C. Hume, 
M.D., at the time was practicing in Corona. 

A son, Harold A. Hume, M.D., who died in 1949, was 
in practice with his father for many years. 

Dr. Hume is survived by one daughter, Miss Ethel 
Hume of Owosso, also surviving are two grandchildren. 


(Continued on Page 610) 
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Meat... 


Dietary Cholesterol 


and Vascular Sclerosis 


Recent studies reaffirm the ‘‘hypothe- 
sis that atherosclerosis is fundamen- 
tally a metabolic disease subject to 
important dietary influences’’! and do 
much to refute contentions that foods 
containing cholesterol should be 
avoided in general diets. 

Arterial disease resembling that in 
human subjects was produced in 
Cebus monkeys fed diets high in cho- 
lesterol and low in sulfur amino acids. 
Within 2 to 8 weeks after initiation 
of the regimen serum concentration of 
cholesterol rose to levels of 300 to 800 
mg. per 100 ml. ‘*“The hypercholester- 
olemia could be largely prevented by 
feeding 1 gram per day of dl-methio- 
nine or l-cystine as supplements to the 
diet.”’ Also, the elevated cholesterol 
levels ‘could be restored to normal by 


feeding 1 gram of dl-methionine but 


only partially restored by 0.5 gram of 
l-cystine daily.”’ 

According to the investigators, the 
‘*‘vascular lesions were in the ascend- 
ing aorta but extended from the valves 
of the left ventricle to the proximal 
portions of the carotid and femoral 
arteries ...The aortic lesions were 
chiefly characterized by the presence 
of lipid-laden phagocytes and increase 
in collagen and elastic fibers. The lipids 
were in part cholesterol derivatives.” 
1. Mann, G. V.; Andrus, S. B.; McNally, A., and 


Stare, F. J.: Experimental Atherosclerosis in 
Cebus Monkeys, J. Exper. Med. 98:195, 1953. 

2. Okey, R.: Use of Food Cholesterol in the Animal 
Body; Relation of Other Dietary Constituents, 
J. Am. Dietet. A. 30:231 (Mar.) 1954. 

- McLester, J. S., and Darby, W. J.: Nutrition 
and Diet in Health and Disease, ed. 6, Phila- 
ae W. B. Saunders Company, 1952, pp. 


Cholesterol, an essential metabolite 
produced in intermediary metabo- 
lism,? is biosynthesized from dietary 
protein, fat, and carbohydrate.’ Nor- 
mally, its synthesis is exquisitely con- 
trolled to insure adequacy as well as 
to protect against an oversupply.‘ 
Furthermore, considerable evidence 
indicates that an increased cholesterol 
intake is not an etiologic factor in 
alleged aberrations of cholesterol 
metabolism such as atherosclerosis. 


In widely variable amounts, choles- 
terol occurs in foods of animal origin — 
meat, poultry, fish and marine foods, 
eggs, milk products—all foods of great 
nutritive value. Present knowledge 
in no way warrants alteration in the 
customary consumption of these foods 
because of their contained cholesterol. 


Skeletal muscle of beef, lamb, pork, 
and veal provides but small amounts 
of cholesterol, approximately 0.06 Gm. 
per 100 Gm. moist weight of meat.5 
Since atherosclerosis may interfere 
sharply with normal nutrition, the 
patient should consume diets rich in 
protein foods (such as meat), vitamins, 
and fruit. In addition to high quality 
protein, meat supplies valuable 
amounts of needed B vitamins and 
essential minerals. 


4. Editorial: The Biosynthesis of Cholesterol, 
J.A.M.A. 152:1435 (Aug. 8) 1953. 

5. Okey, R.: Cholesterol Content of Food, J. Am. 
Dietet. A. 21:341 (June) 1945. 

6. Wright, I. S.: Arteriosclerosis, in Stieglitz, E. J.: 
Geriatric Medicine, Medical Care of Later 
Maturity, ed. 3, Philadelphia, J. B. Lippincott 
Company, 1954, chap. 28, p. 413. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association, 


American 
Main Office, Chicago... Members Throughout the United States 


COUNCIL ON 


NUTRITION 


Meat Institute 
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Morris B. Landers, M.D., who had practiced medi- 
cine in Detroit for fifty years, died November 3, 1954, 
at the age of seventy-four. 


Dr. Landers was born in Bonneville, Massachusetts, 
where he was graduated from high school. He received 
an engineering degree in 1900 from Amherst College, 
Amherst, Mass., and then came to Detroit. He received 
his M.D. degree in 1904 from Detroit Medical School, 
now Wayne University College of Medicine, subsequent- 
ly entering into general practice. 


Dr. Landers founded Lincoln Hospital in 1920 and 
operated it until the time of his last illness. 


He is survived by his wife, and a son, Maurice 
Landers, M.D. 
















































Williams Roys Olmsted, Sr., M.D., seventy-three 
years old, died October 9, 1954, following a long illness. 
Born in London, Ontario, Dr. Olmsted went to public 
schools and attended the University of Western Ontario 
in that city, graduating in 1903. 


Dr. Olmsted resided in Detroit for a brief period in 
1903 before joining the medical faculty at Loyola Uni- 
versity School of Medicine in Chicago, where he re- 
mained until 1915. He had practiced in Detroit since 
that time, and had been a member of the Grace Hos- 
pital staff since 1917. 


Dr. Olmsted was a life member of MSMS, and a 
Fellow of the American College of Surgeons. 


He is survived by his wife, Meta E., and two sons, 
William R., Jr., and George S. Olmsted, M.D., all of 
Detroit. 


James J. O’Meara, M.D., of 
Jackson, a member of the MSMS 
House of Delegates for sixteen 
years, and its Sergeant at Arms 
during much of this period, died 
March 7, 1955, following a long 





illness. He was sixty-eight years 
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John’s High School, then took his 
premedical work at Assumption College in Sandwich, 
Ontario. He entered University of Michigan Medical 





School in 1907, and subsequently transferred to North- ’ a 
western University, from which he received his M.D. ms ding 


degree in 1911. After internship at Oak Park Hospital, 
(Illinois) he returned to Jackson to practice. 


He was President of the Jackson County Medical 
Society in 1928. During World War I, Dr. O’Meara 
was in the Army Medical Corps. 


Surviving Dr. O’Meara are his widow, Mary; two 
sons, three daughters, and three sisters. 
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MICHIGAN AUTHORS 


Lynn A. Ferguson, M.D., F.1.C.S., Grand Rapids, is 
the author of an article entitled “Total Management of 
the Patient with Cancer of the Colon and Rectum,” 
published in The Journal of the International College of 
Surgeons, February, 1955. 

Laurence F. Segar, M.D., Harry A. Kashtan, M.D., 
and Captain Perry B. Miller, M.C., USAF, Detroit, 
are the authors of an article entitled “Trichinosis with 
Myocarditis,” published in The New England Journal of 
Medicine, March 10, 1955. 

L’Zaro Benavides V., M.D., Mexico City, Mexico, 
Birger H. Olson, Ph.D., Lansing, Gerardo Varela, M.C., 
C.P.H., Mexico City, Mexico, and Stephen H. Holt, 
M.D., Lansing, are the authors of an article entitled 
“Treatment of Typhoid with Synnematin B,” published 
in The Journal of the American Medical Association, 
March 19, 1955. 

Paul H. DeVries, M.D., Lloyd L. Kempe, Ph.D., Ann 
Arbor, and Wade O. Brinker, D.V.S., Lansing, are the 
authors of an article entitled “Sterilization of Bone 
Transplants by Cobalt-60 Radiation,” published in the 
University of Michigan Medical Bulletin, February, 1955. 

L. H. Bartemeier, M.D., Detroit, is the author of an 
article entitled “Progress of Psychiatry and the Utiliza- 
tion of Its Principle in the Daily Practice of Medicine,” 
published in Clinical Medicine, February, 1955. 

A. C, Furstenberg, M.D., Ann Arbor, is the author 
of an article entitled “A Curriculum of Otolaryngological 
Undergraduate and Postgraduate Instruction in Pros- 
pect,’ published in Transactions of the American 
Academy of Ophthalmology and Otolaryngology, Janu- 
ary-February, 1955, presented at the Fifty-ninth Annual 
Session of the American Academy of Ophthalmology and 
Otolaryngology, September, 1954, New York, N. Y. 

Gerald Seltezer, M.D., Samuel Baron, M.D., and 
Milton Toporek, Ph.D., Ann Arbor, are the authors of 
an article entitled “Idiopathic Hypogammaglobulinemia 
and Agammaglobulinemia, Review of the Literature and 
Report of a Case,” published in The New England 
Journal of Medicine, February 17, 1955. 

Martha R. Westerberg, M.D., and Kenneth R. Magee, 
M.D., Ann Arbor, are the authors of an article entitled 
“Mestinon in the Treatment of Myasthenia Gravis,” pub- 
lished in the American Practitioner and Digest of Treat- 
ment, March, 1955. 

Frank L. Rector, M.D., Evanston, Illinois, formerly 
of Lansing, is the author of an article entitled “Lay 
Cancer Education,” published in GP, February, 1955. 

Philip Rubin, M.D., and Irving Blatt, M.D., Ann 
Arbor, are the authors of an article entitled ““A Modi- 
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fication of Sialography (Preliminary Report) ,” published 
in the University of Michigan Medical Bulletin, March, 
1955. 

Norman Rosenzweig, M.D., Ann Arbor, is the author 
of an article entitled “Some Psychiatric Implications of 
the Centrencephalic System,” published in the Univer- 
sity of Michigan Medical Bulletin, March, 1955. 

A. W. Bohne, M.D., R. W. Osborn, M.D., and 
P. J. Hettle, M.D., Detroit, are the authors of an article 
entitled “Regeneration of the Urinary Bladder in the 
Dog, following Total Cystectomy,” published in Surgery, 
Gynecology and Obstetrics, March, 1955. 

Nichols P. D. Smyth, M.B., Thomas Geoghegan, M.D., 
and Conrad R. Lam, M.D., F.A.C.S., Detroit, are the 
authors of an article entitled “Experimental Ventricular 
Septal Defect,” published in Surgery, Gynecology and 
Obstetrics, March, 1955. 

Claire L. Straith, M.D., F.A.C.S., F.I.C.S., Detroit, 
and Howard Rasi, M.D., New York (former Fellow of 
the Straith Clinic, Detroit), are the authors of an 
article entitled “Genital Elephantiasis Corrected by a 
Plastic Procedure,’ published in The Journal of the 
International College of Surgeons, January, 1955. 

J. Reimer Wolter, M.D., Ann Arbor, is the author of 
an article entitled “Morphology of the Sensory Nerve 
Apparatus in Striated Muscle of the Human Eye,” pub- 
lished in AMA Archives of Ophthalmology, February, 
1955, 

J. Reimer Wolter, M.D., Ann Arbor, is the author of 
an article entitled ‘Histologic Character of Connection 
between Bruch’s Membrane and Choriocapillaris of the 
Human Eye,” published in AMA Archives of Ophthal- 
mology, February, 1955. Dr. Wolter is the author also 
of an article entitled ‘“Melanoblasts of the Normal 
Human Choroid,” published in the same number of the 
Archives. 


William H. Havener, M.D., Harold F. Falls, M.D., 


‘and William U. McReynolds, M.D., Ann Arbor, are the 


authors of an article entitled “Burdock Bur Ophthalmia,” 
published in the AMA Archives of Ophthalmology, 
February, 1955. 

E. C. Baumgarten, M.D., Detroit, is the author of an 
article entitled “Federal Health Insurance,” published 
in the Detroit Medical News, February 21, 1955. 

J. Martin Miller, M.D., Detroit, is the author of an 
article entitled “Carcinoma and Thyroid Nodules, The 
Problem in an Endemic Goiter Area,” published in The 
New England Journal of Medicine, February 17, 1955. 

Edward F. Purcell, M.D., and David Schane, M.D., 


Detroit, are the authors of an article entitled “Diamox 
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COLOR HARMONY 


Nu-Trend offers carefully selected walnut or mahog- 
any veneers and a wide range of COLORTONE 
finishes: Greentone, Bluetone, Ilvorytone and Coral- 
tone, plus conventional Walnut and Silver Gray 
Walnut, with harmonizing upholsteries that are 
highly resistant to wear, scratches and acids. 


Career 
Investment in 
Professional 
Satisfaction 


Nu-Trend is the quality leader 

in its price range—second to 

none in smartness and efficien- 

cy. Mahogany and walnut 

veneers—wide choice of fin- 

ishes and harmonizing uphol- 
steries help to create the office atmosphere desired, from colorfully 
modern to the feeling of conservative professional competence. Hand- 
some styling, satin chrome trim, modern design and extra strong con- 
struction have established the Hamilton reputation in the professional 
furniture field. Always popular among doctors, Nu-Trend is now 
restyled with even more service and convenience features. Nu-Trend 
isthe soundest career investment you can make. 
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with tarnish-proof soft rubber lining which 
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(Continued from Page 612) 
in the Management of Glaucoma,” published in the 
Kresge Eye Institute Bulletin, February, 1954, and 
digested in the Digest of Ophthalmology and Otolaryn- 
gology, January, 1955. 


John M. Lesesne, M.D., C. William Castor, M.D., and 
Sibley W. Hoobler, M.D., Ann Arbor, are the authors 
of an article entitled “Prolonged Reduction in Human 
Blood Cholesterol Levels Induced by Plant Sterols,” 
published in the University of Michigan Medical 
Bulletin, January, 1955. 


Jerome W. Conn, M.D., Ann Arbor, is the author of 
an article entitled “Man’s Response to Stress,” given 
before the 98th Annual Meeting of the Hawaii Medical 
Association in Honolulu, May 14, 1954, and published 


in the Hawaii Medical Journal, September-October, ’ 


1954, a condensation of which appears in the Current 
Medical Digest, February, 1955. 


Harold Fulton, M.D., and William A. Evans, Jr., 
M.D., Detroit, are the authors of an article entitled 
“Roentgen Examination in Retroperitoneal Tumors of 
Children,” read in the Symposium on Retroperitoneal 
Tumors before the Joint Meeting of the Section on 
Radiology and the Section on Urology at the 103rd 
Annual Meeting of the American Medical Association, 
June 23, 1954, and published in AMA Archives of 
Surgery, February, 1955. 


E. T. Thieme, M.D., Ann Arbor, is the author of an 
614 


article entitled ‘Appendicitis,’ published in AMA 
Archives of Surgery, February, 1954. 
* * * 


Clifford D. Benson, M.D., Detroit, is author of an 
original article, “Problems in the Surgical Care of 
Infants and Children” which was published in Post- 
graduate Medicine, February, 1955. 

o * * 

The Alice Crocker Lloyd Radiation Therapy Center 
of the University Hospital, ‘Ann Arbor, Michigan, was 
dedicated March 26, 1955. The acceptance for the 
medical faculty was made by Isadore Lampe, M.D., of 
Ann Arbor. 

2 + * 

“Corrective Neurosurgery,” a book primarily written 
for the young neurosurugeon, is authored by a Michi- 
gan scientist, Dr. Elizabeth Crosby, of Ann Arbor. Of 
the fifteen contributors, thirteen are or were members 
of the University of Michigan Department of Surgery, 
Electroencephalography, Anatomy, Radiology, and In- 
ternal Medicine. 

. * *# 

The Joint Commission on Accreditation of Hospitals 
released, on March 21, the list of accredited hospitals— 
a total of 3,513 (as of December 31, 1954). This in- 
cludes 2,928 fully accredited and 585 provisionally ac- 
credited. Of these 102 fully accredited hospitals are 
located in fifty Michigan cities, and twenty-two provi- 
sionally accredited hospitals in sixteen Michigan 
communities. 
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The American Medical Education Foundation, on 
March 8, released a listing of the names of doctors of 
medicine who contributed to the AMEF during 1954, 
including those M.D.’s who gave directly to the eighty 
approved medical schools during that period. A total 
of 57,578 men contributed $3,006,197.78 to medical 
education during 1954. 

A total of 1,204 Michigan contributors accounted for 
donations of $64,456.04. Direct contributions to the 
University of Michigan Medical School, by 263 doctors, 
amounted to $21,040.50; Wayne University College of 
Medicine had 594 contributors in the amount of 
$28,660.00. 

* © = 

The American College of Chest Physicians will hold 
its 2lst Annual Meeting at the Ambassador Hotel, 
Atlantic City, June 1-5, 1955. For program and de- 
tailed information, write the College at 112 E. Chestnut 
Street, Chicago 11, Illinois. 

* *# « 

Research fellowships in the field of multiple sclerosis 
and allied diseases have been established by the Na- 
tional Multiple Sclerosis Society. Grants of up to $500 
and a travel allowance of $150 are offered. For full 
information and application blank write the society at 
270 Park Avenue, New York 17, N. Y. 


The 1956 Congress on Industrial Health, sponsored 
by the American Medical Association, will be held in 
Detroit (Sheraton-Cadillac Hotel), January 22-25, 1956. 
For program and full information, write Carl M. Peter- 
sen, M.D., 535 N. Dearborn Street, Chicago 10, Illinois. 

* # «* 

The World Medical Association’s Ninth General 
Assembly will be held in Vienna, Austria, September 
20-26, 1955. For program and travel details, write 
Louis H. Bauer, M.D., Secretary-Treasurer, 345 E. 46th 
Street, New York 17, N. Y. 

* * * 

A national society of flying physicians is being formed, 
with the first meeting to be held in Atlantic City, June 
6-10, 1955, coincident with the AMA meeting. M.D.- 
pilots interested in this organization may write H. D. 
Vickers, M.D., 25 Jackson St., Little Falls, New York, 
temporary chairman, or Mark E. DeGroff, M.D., P.O. 
Box 3275, Tulsa 12, Oklahoma. Full information and 


invitation to the June meeting will result. 
* * e 


The Wayne County Medical Society, in the Detroit 
Medical News of March 21, reported on considerations 
regarding location of the new David Whitney House. 
The WCMS Trustees, Council, and Building Committee 
propose the construction of a new WCMS headquarters 
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within the Medical Science Center adjacent to the Dr. 
Medical Science Building of Wayne University. The been 
property would be facing a new medical library, to be Oper: 
constructed in the near future. A plaza would join both mitte 
structures. Plans include the construction, later, of a by W 
large auditorium also adjoining this plaza area available of H 
for WCMS meetings. Th 
Congratulations, Wayne County Medical Society, on healt! 
this magnificent and forward step! minis 
i consi: 

The third annual Medical Civil Defense Conference and ; 
will be held Saturday, June 4, 1955, in Atlantic City, progr 
according to announcement of the Council on National tiona 
Defense of the AMIA, Harold S. Diehl, M.D., Minneap- Th 
olis, Chairman. Moln 
Doctors of medicine interested in attending this con- trato! 
ference are invited to write to Frank W. Barton, Secre- Detre 


tary, 535 North Dearborn Street, Chicago 10, Illinois, 


for program and details. 
* * * 


. : Ra 
Clarence E. Richard, fifty-five, founder and managing 
: : ee : : Sena 
director of the National Antivivisection Society, was ie 
arrested and charged with embezzlement of $8,000 from ; 3 
se 


the Society, according to AMA Secretary’s Letter of ii 
March 17, 1955. Illinois State’s Attorney John Gut- _— 

: ; oS statis 
knecht said, according to Chicago newspapers, that 


Richard used the embezzled funds for his personal use. = 
* * oe 

The University of Michigan’s eighth annual confer- Whe 
ence on Aging will be held at Ann Arbor June 27-30, Pe 
1955. Topic of this year’s Conference is “Aging— qT 
Applying Today’s Knowledge Today.” The program will ; 
e 


be focused on gaining greater skill in the use of prin- 
ciples, practices, methods and techniques needed for — 


more effective service to older people. later 
Workshops, as well as general sessions, will be offered of 
at the 1955 Conference. For additional information, Hiro 
program, pre-registration, write Dr. Wilma Donahue, hap} 
1510 Rackham Bldg., Ann Arbor. * 
* * nant 
Dr. Charles L. Anspach, President of Central Michi- of tl 
gan College, Mount Pleasant, has been selected by than 
MSMS President Robert H. Baker, M.D., Pontiac, as Tetal 
Biddle Lecturer for 1955. Dr. Anspach will deliver his amo 
address at the general assembly, Wednesday, September hot 
28, 1955, Black and Silver Ballroom, Civic Auditorium, the 
Grand Rapids. * 8 @ am 
John S. DeTar, M.D., of Milan, is the new President- _ 
Elect of the American Academy of General Practice, 
selected at the annual meeting of the Academy in Los 
Angeles in March. 
Dr. DeTar has been Speaker of the AAGP Congress C 
of Delegates for the past four years. pan 
Long active in MSMS, Dr. DeTar was voted “Michi- es 
gan’s Foremost Family Physician of 1948,” served as a 
Speaker and Vice Speaker of the MSMS House of : 
Delegates, and in many committee capacities. He is a 
currently Delegate to the AMA. He has also served * - 
President of the Michigan Health Council and Presi- 
dent of the Washtenaw County Medical Society. . fere 
Congratulations, Dr. DeTar, on your latest achieve- dire 
ment. 
Ma 
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Dr. Joseph G. Molner, Commissioner of Health, has 
been appointed by Harold Stassen, Director, Foreign 
Operations Administration, to the Public Health Com- 
mittee of the FOA, according to an announcement made 
by William R. Bernard, President of the Detroit Board 
of Health. 

The Health Committee, a group of outstanding public 
health experts, advises on the Foreign Operations Ad- 
ministration’s broad health program policy, receives and 
considers summary progress reports on health programs 
and advises on the most effective participation in health 
programs of voluntary agencies and professional educa- 
tional institutions. 

This appointment comes in recognition of Dr. 
Molner’s outstanding record as a public health adminis- 
trator. (Wayne University College of Medicine and 
Detroit Receiving Hospital Bulletin, Vol. 2, No. 1). 


* * * 


Radiation Effects on Humans.—Recently before a 
Senate subcommittee, Dr. John C. Bugher, head of 
Atomic Energy Commission’s biological and medical 
section, said, “A . . . possible delayed effect of radiation 
exposure which has been demonstrated in animals is a 
statistical shortening of life expectancy. This phenome- 
non does not result from any specific cause of death but 
apparently from a general acceleration of the aging. 
Whether this factor can be recognized in a human 
population is as yet unknown.” 

The TV program “March of Medicine,” on March 
29, was devoted to a report on the long-range effects of 
the atom bomb dropped on Hiroshima in 1945. The 
report disclosed that there have been a few cases of 
latent damage to survivors but no significant indications 
of unfavorable hereditary effects on their offspring. 
Hiroshima’s A-bomb children are generally healthy and 
happy. 

In the hottest Hiroshima Zone, there were 185 preg- 
nant women who survived to bear children. Only eight 
of these children were born with heads slightly smaller 
than average and they had “some degree of mental 
retardation.” There was some temporary infertility 
among adult survivors. A high proportion of those in the 
hot area, 40 per cent, developed cataract-like spots on 
the eye lenses as compared with only 8 per cent in a 
non-exposed group. Adult survivors also developed six- 
teen times as much leukemia as did the general popula- 
tion, but this meant only forty-four cases. 


” * * 


Civil Defense Conference.—On Saturday, June 4, pre- 
ceding the opening of the Annual Meeting of the 
American Medical Association, the Council on National 
Defense is sponsoring its Conference on Civil Defense. 
This is an all-day conference devoted to the medical 
aspects of civil defense preparedness. It will be held in 
the Rose Room of the Traymore Hotel. Additional in- 
formation will be publicized as soon as the agenda is 
Completed. Individuals planning to attend this con- 
ference should arrange for hotel accommodations 
directly and preferably at an early date. 
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In clinieal trials, over 80% of cases have 
been cleared of the infection by one course 
of treatment with ‘Antepar.’ 
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‘Ninety per cent of the children passed al 
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J. Pediat 


*SYRUP OF ‘ANTEPAR’ Citrate brand 


Piperazine Citrate 


Bottles of 4 fluid ounces, 1 pint and 1 gallon. 


“TABLETS OF ‘ANTEPAR’ Citrate brand 
Piperazine Citrate 


240 mg. or 500 mg., Scored 


Bottles of 100. 


Pads of directions sheets for patients avail- 


able on request. 


cal BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
4.1 Tuckahoe, New York 
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¢ Hospital 
Equipment 


e Pharmaceuticals 


¢ Office 
Equipment 


e Physicians’ 
Supplies 


¢ Trusses 
¢ Surgical Garments 


¢ Physiotherapy 
Machines 


Medical Arts Supply Company 


233 Washington S. E. 


Phone 9-8274 


Grand Rapids 3, Mich. 


Medical Arts Pharmacy 


20-24 Sheldon S. E. 


Phone 9-8274 


Grand Rapids 2, Mich. 





New Technique Dramatizes County Society Problems 
—The problems were old ones . . . the skits were new 

. the actors were borrowed and not a word was blue. 
This sums up the short dramatic skits used at the 
Michigan State Medical Society County Secretaries- 
Public Relations Conference in January to point up con- 
troversies affecting physicians working together at the 
county society level. 

The Michigan society modified an effective communica- 
tions technique created by J. Donald Phillips, president 
of Hillsdale College, to dramatize some frequently asked 
questions about financial arrangements with patients, 
insurance needed by physicians, patient relations, the 
use of Blue Cross benefits and the value of periodic 
health appraisal programs. 

Each dramatization was followed by a “buzz session,” 
moderated by Phillips, during which an attempt was 
made to resolve the problem. This procedure was 
received with great success at the society’s 1954 Con- 
ference, and a repeat performance was requested this 
year. Five skits are in the Exchange—AMA PR 
Bulletin. 

* * * 

Maternal Health Issue of JMSMS.—Doctor Albert 
E. Heustis complimented the Editor of THE JourRNAL 
and the Maternal Health Committee of the Society for 
the wonderful job in postgraduate medical education 
accomplished in the February issue. He stated that the 
Michigan Department of Health was pleased, indeed, 
to be able to participate in this worthwhile endeavor. 
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Soviet Medical Propaganda—Information reaching 
the American Medical Association indicates _ that 
numerous physicians throughout the country recently 
have received a mimeographed publication called 
“American Soviet Facts,’ containing twenty-one _half- 
pages of “up-to-date information” on “Health and 
Medical Care in the U.S.S.R.” This material is pub- 
lished by the National Council of American-Soviet 
Friendship, 114 East 32nd Street, New York 16, New 
York, one of the leading communist propaganda agencies 
in the United States. 


As a safeguard against any suspicions of communist 
sympathies, physicians who wish to keep the record 
straight should write to the National Council of 
American-Soviet Friendship, requesting that their names 
be taken off that organization’s mailing list. A carbon 
copy of the letter should be sent to the nearest office 
of the Federal Bureau of Investigation or to the FBI 
in Washington, along with the propaganda material 
received. This precaution is advised because records are 
kept of persons receiving communist literature for any 
considerable length of time.—AMA Secretary’s Letter. 


* * - 


New Booklet on Federal Income Tax Liability.— 
The AMA Law Department has compiled a booklet on 
the federal income tax liability of physicians, consisting 
of a reprinting of four articles which appeared in THE 
Journat. This booklet is available to state and county 
medical societies and individual physicians, without 
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ST. JOSEPHS RETREAT 


Under direction of 
Daughters of Charity 
of St. Vincent de Paul 








Newly reorganized and mod- 
ernized for individualized care 
and treatment of the nervous 
and mentally ill and alcoholic. 


Martin H. Hoffmann, M. D. 
Medical Superintendent 







23200 Michigan 
DEARBORN « near Detroit 
Founded in 1860 LOgan 1-1400 . 
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that the following Meyer products 
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DHARMALY 







CHEMISTRY 


:A004 AMINOPHYLLINE 33), GR., 10 CC AMPUL 

:A003 AMINOPHYLLINE 71/2 GR., 2 CC AMPUL 

:A005 AMINOPHYLLINE 7!/, GR., 20 CC AMPUL 

7B106 AMINOPHYLLINE 100 MG. (11/2 GR.) TABLET 
:B108 AMINOPHYLLINE 200 MG. (3 GR.) TABLET 

:B109 AMINOPHYLLINE 200 MG. (3 GR.) E. C. TABLET 
:A035 ESTRONE 1 MG., 10 CC VIAL 

:A120 NEOSTIGMINE METHYLSULFATE, 1 CC AMPUL 
:A057 PROGESTERONE 25 MG., 10 CC VIAL 

:A006 SODIUM ASCORBATE 100 MG., 2 CC AMPUL 
:A007 SODIUM ASCORBATE 200 MG., 2 CC AMPUL 
:A008 SODIUM ASCORBATE 500 MG., 5 CC AMPUL 
:A070 TESTOSTERONE SUSPENSION 25MG., 10 CC VIAL 
:A117 TESTOSTERONE SUSPENSION 50 MG.. 10 CC VIAL 


| MEYER CHEMICAL CoO., INC. DETROIT 24, MICHIGAN 
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ALCOHOLICS IN AMERICA 


® BEAUTIFULLY LANDSCAPED 


® SPACIOUS AIRY ROOMS 
® GOOD WHOLESOME FOOD 
® A.A. MEETINGS DAILY 





MICHIGAN ALCOHOLIC 


REHABILITATION FOUNDATION 


A NON PROFIT ORGANIZATION OPERATING THE 
FINEST AND MOST UNUSUAL HOSPITAL FOR 


Fae he 
BP 


AW AN, 


® 92 ACRES OF RESTFUL SURROUNDINGS 


® PRIVATE SPRING-FED STOCKED LAKE 


® APPROVED BY BLUE CROSS 


LOCATED ON U.S. 16—4 MILES EAST OF BRIGHTON 
12851 E. GRAND RIVER AVE?— BRIGHTON, MICH. 


TELEPHONE BRIGHTON AC ademy 7-1211 


MICHIGAN 
ALCOHOLIC 
REHABILITATION 
FOUNDATION 


OFFICERS AND TRUSTEES 


Harry Henderson, President 
Hon. Frank Picard, Vice-President 
Philip Neudeck, Vice-President 
Chas. L. Kendrick, Secretary 
T. Allen Smith, Treasurer 

Dr. Charles S. Kennedy 

Hon, Miles N. Culehan 

Jack Schafer 

Nathaniel L. Goldstick 
Benjamin Burdick 

Carolyn Fenwick 

Comm’r. Donald Leonard 
Hon. W. McKay Skillman 
Milton Petrie 


The Michigan Alcoholic Rehabili- 

tation Foundation is a non-profit 

organization devoted to the proper 

hospitalization of alcoholics seek- 
ing to stop drinking. 





Contributions to the Foundation 

are deductible and should be sent 

to 2379 National Bank Bildg., 
Detroit 26, Michigan. 








charge, by writing the Law Department, American 
Medical Association, 535 North Dearborn, Chicago 10, 
Illinois. 


* * * 


Albert E. Heustis, M.D., State Commissioner of 
Health, speaking at the Industrial Health Committee 
meeting on January 13, 1955, pointed out that statutes 
on industrial health required the reporting of certain 
occupational diseases. He emphasized that the industrial 
program of the State Health Department is being placed 
in jeopardy because of lack of reporting and that this 
condition may mean the difference between the industrial 
health program remaining in the State Health Depart- 
ment or it being turned over to the Labor Department. 
Discussion revealed a lack of information on the part 
of physicians as to this condition and the 
presently expressed desire of the State Health Depart- 
ment to have such reports in order to get a line on 
what the present problems are: The Council directed 
that publicity be given in the JMSMS and the Secretary’s 
Letter to the need of improved reporting of occupational 
diseases. 


industrial 


* * * 


Raymond W. Waggoner, M.D., Professor and Chair- 
man of the Department of Psychiatry, University of 
Michigan, presented the seventh lecture in the series on 
“Treatment in Psychiatry—II,” at a meeting held at the 
North Shore Health Resort, Winnetka, Illinois, on April 
6, 1955. The title was “The Value of Emotional Sup- 
port and Environmental Manipulation.” 
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The Hebrew Medical Journal, under the editorship 
of Moses Einhorn, M.D., of New York, has marked its 
twenty-seventh year of existence by the issue of two 
1954. Written in Hebrew, with English 
summaries, the journal has played an important part 
in the creation of a medical literature and terminology 
in the language of the Bible. 


volumes in 


* * * 


A Symposium on Reproduction and _ Infertility, 
sponsored jointly by the Michigan State College School 
of Veterinary Medicine and the Michigan Agricultural 
Experiment Station, will be held at the Kellogg Center 
for Continuing Education June 27-29, 1955, on the 
MSC campus. Major objectives of the symposium will 
be the review and evaluation of recent progress in the 
field of reproduction together with thorough discussion 
of problems requiring further study. National authorities 
in their respective areas will present the formal papers 
on the program. 

Arrangements have been made for lodging and meals 
for out-of-town guests at the Kellogg Center for Con- 
tinuing Education. Printed programs will be available 
about May 15, and can be obtained by writing to E. P. 
Reineke, Symposium Chairman, Department of 
Physiology and Pharmacology, Michigan State College. 


* * 


The tenth annual Schering Award competition for 
medical students has opened, it was announced by 
Robert W. Burlew, M.D., chairman of the award com- 
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mittee. Its aim is to encourage medical writing and 
exploration of current research literature. 

Titles of three subjects on which American and 
Canadian students are invited to submit papers this year 
are: Current Concepts in the Management of Osteo- 
porosis; Prevention and Treatment of Blood Trans- 
fusion Reactions; and Recent Trends in the Clinical Use 
of Adrenocortical Steroids. 

Both a $500 first prize and a second one of $250 will 
be awarded for each of the three subjects. Outstanding 
authorities in each field will select the winners. Special 
recognition in the form of a professional gift will be 
given each student submitting a meritorious paper. 

Information and instructions for the award com- 
petition are available from the Schering Award Com- 
mittee, 60 Orange Street, Bloomfield, N. J. 


AMERICAN ACADEMY OF 
GENERAL PRACTICE 
The American Academy of General Practice, at its 
recent meeting, broke all previous records for attend- 
ance: 3,337 physicians, 935 technical exhibitors, 121 
scientific exhibitors, and 1,648 guests, a total of 6,081. 
The congress of delegates, the policy-making body 
which is made up of representatives of the academy’s 
fifty-two chapters, considered thirty-five resolutions. One 
of the major resolutions called for increased standards 
of membership. Hereafter, a candidate for membership 


must have fulfilled one of the following three require- 
ments: (1) two years of graduate training acceptable 
to and approved by the academy’s commission on educa- 
tion; or (2) one year of graduate training acceptable 
to and approved by the commission, followed by two 
years of general practice, or (3) three years of general 
practice. 

The delegates commended the commission on educa- 
tion for its work in the field of general practice 
residencies, especially for establishing a joint residency 
review committee to work with specialty groups in 
developing standards for and methods of evaluating 
general practice residencies. 

The next scientific assembly will be held in Washing- 
ton, D. C., March 19-22, 1956. 


MEDICAL TELEVISION SHOWS, OVER WJBK-TV 
Sponsored by the Michigan Health Council 

Feb. 6 Heart Month Leslie T. Colvin, M.D., Detroit 

Ernest T. Guy, Detroit 

Miss Carol Hopkins, Detroit 

Richard Wagener, Detroit 

C. E. Reddick, M.D., Bay City 

Vlado Getting, M.D., 

Ann Arbor 


Feb. 13 Teen-Age 
Traffic Safety 

Feb. 20 Second Citi- 
zens Public 
Health 


Conference 
Narcotics Herbert A. Rankin, M.D., 
Detroit 


Samuel Karp, Detroit 
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Foot-so-Port 

Shoe Construction and 
its Relation to 

Center Line of 

Body Weight 








1. The highest percent of sizes in the shoe business are 
sold in Foot-so-Port shoes to the big men and women who 
have found that Foot-so-Port construction is the strongest, 
because 

@ The patented arch support construction is guaranteed 
not to break down. 

®@ Special heels are longer than most anatomic heels and 
maintain the appearance of normal shoes. 

@ Insole extension and wedge at inner corner of the heel 
where support is most needed. 

@ Innersoles are guaranteed not to crack, curl, or col- 
lapse. Insulated by a special layer of Texon which 
also cushions firmly and uniformly. 

2. Foot-so-Port lasts were designed and the shoe con- 

struction engineered with the assistance of many top 

orthopedic doctors. We invite the members of the medi- 
cal profession to wear a pair — prove to yourself these 
statements. 

3. We make more pairs of custom shoes for polio feet and 

all types of abnormal feet than any other manufacturer. 


FOOT-SO-PORT SHOES for Men and Women 


There is a FOOT-SO-PORT agency in all leading 
towns and cities. Refer to your Classified Directory 





Foot-so-Port Shoe Company, Oconomowoc, Wis. | 











Battle Creek Sanitarium 


88th Year of 
Continuous Service 


A general medical institution 
fully equipped for diagnostic and 
therapeutic service. Close co- 
operation with home physicians 
in management of chronic dis- 


eases. 


For rates and further information, 
address Box 40 


THE BATTLE CREEK SANITARIUM 
Battle Creek, Michigan 


Not affiliated with any other Sanitarium 








UPPER PENINSULA MEDICAL SOCIETY 


60th Annual Convention 


Gateway Hotel and Inn, Land O’Lakes, Wisconsin 


June 17 and 18, 1955 


Friday—June 17, 1955 


A.M. 
8:00 


9:00 


2:00 
2:30 
3:00 
3:30 


4:00 


Registration at Gateway Hotel 
Exhibits open at Gateway Inn 
Convention opens at Gateway Inn 
PANEL ON CANCER arranged by Michigan 
Cancer Co-ordinating Committee 
Moderator—H. M. Nelson, M.D. 
Early Diagnosis—Dr. Nelson 
Cancer of Colon—J. A. Ferguson, M.D. 
Cancer of Breast—E. T. Thieme, M.D. 
View Exhibits 
Moderator— 
Pitfalls in Abdominal Surgery 
Frederick A. Coller, M.D. 
Present-day Trends in Use of Hormones in 
Allergic Disease 
John M. Sheldon, M.D. 
Infantile Eczema 
Harry A. Towsley, M.D. 


Luncheon—Gateway Inn 


Moderator—L. Fernald Foster, M.D., Bay City, 
Secretary, MSMS 
Difficulties Arising in the Surgical Treatment 
of the Biliary Tract 
Frederick A. Coller, M.D. 
Pre-Menopausal and Post-Menopausal Bleeding 
Roland S. Cron, M.D. 
Errors in Treatment of Commoner Skin Diseases 
Harry R. Foerster, M.D. 
View Exhibits 
Urticaria-morphological 
Treatment 
John M. Sheldon, M.D. 
Prolonged Labor 
Thomas N. Evans, M.D. 


Characteristics and 


Saturday—June 18, 1955 
Moderator—Frank J. Hirschboeck, M.D., Duluth 


A.M. 
9:00 


9:30 
10:00 
10:30 
11:00 


11:30 


Clinic, Duluth, Minn. 


Periodic Health Appraisal 
J. R. Rodger, M.D. 
Modern Developments 
Therapy 
Z. Stephen Bohn, M.D. 
Low Back Pain 
W. L. Bickel, M.D. 
View Exhibits 
Injection Versus Surgical Treatment of Hemor- 
rhoids 
Walter A. Fansler, M.D. 
Medical Treatment of Hypertension 
Richard M. Shick, M.D. 


in Convulsive Disease 


Guest Speakers 


From University of Michigan: 

F. A. Coller, M.D.—Professor and Head, Department 
of Surgery 

J. M. Sheldon, M.D.—Professor of Medicine 

Harry A. Towsley, M.D.—Professor of Pediatrics | 

Thos. N. Evans, M.D.— Assistant Professor, Obstetrics 
and Gynecology ; 

E. T. Thieme, M.D.—Surgeon, St. Joseph’s Hospital 

J. R. Rodger, M.D.—Bellaire 

J. A. Ferguson, M.D.—Grand Rapids 
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From Wayne University (Detroit) : 
Z. Stephen Bohn, M.D.—Assistant Professor, Neurology 
H. M. Nelson, M.D.—Assistant Professor, Obstetrics 
and Gynecology 
From Marquette University: 
Roland S. Cron, M.D.—Professor and Head, Depart- 
ment of Obstetrics and Gynecology 
Harry R. Foerster, M.D.—Professor and Head De- 
partment of Dermatology 
From University of Minnesota: 
Walter A. Fansler, M.D.—Professor of Surgery 
From Mayo Clinic (Rochester) : 
W. L. Bickel, M.D.—Head of Section on Orthopedic 
Surgery 
R. M. Shick, M.D.—Section on Vascular Diseases 


AMERICAN COLLEGE OF SURGEONS 


The following members of the American College of 
Surgeons, members of the Michigan State Medical 
Society, have been honored by appointment to various 
committees for the year 1955 by the College. 

Members, Board of Regents 

Dr. Reid Nesbit, Ann Arbor; Dr. Grover Penberthy, 

Detroit. 


Committee Memberships 


Cancer.—Dr. William A. Hyland, Grand Rapids; Dr. 
Harry Nelson, Detroit. 

Graduate Training in Surgery—Dr. Fredrick A. 
Coller, Ann Arbor; Dr. James Maxwell, Ann Arbor. 

Nutrition.—Dr. Robert E. L. Berry, Ann Arbor. 


NEWS MEDICAL 


Medical Motion Picture -——Dr. Albert D. Ruedemann, 
Detroit. 

Trauma.—Dr. Duncan Cameron, Detroit; Dr. George 
Curry, Flint; Dr. John Prendergast, Detroit. 


Members of Advisory Councils 


Neurological Surgery.—Dr. E. S. Gurdjian, Detroit. 
Thoracic Surgery.—Dr. Cameron Haight, Ann Arbor. 


College Delegates to Other Organization 


Medical Education.—Dr. Albert C. Furstenberg, Ann 
Arbor. 


Members, Board of Governors 


Dr. Carl Badgley; Ann Arbor; Dr. Charles Kennedy, 
Detroit; Dr. Russell L. Mustard, Battle Creek; Dr. 
George J. Curry, Flint. 


Members of Michigan Counseling Committee 


Dr. Clifford D. Benson, Detroit; Dr. Charles John- 
ston, Detroit; Dr. Albert Furstenberg, Ann Arbor; Dr. 
J. Duane Miller, Grand Rapids; Dr. John Wellman, 
Lansing. 

Sherwood Winslow, M.D., Battle Creek, has been 
elected President-Elect of the Michigan ee of the 
American College of Surgeons. 





WORMS MAKE NO 
SOCIAL DISTINCTION.... 
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Brand of Piperazine Citrate 





Eliminate PINWORM and 
ROUNDWORM Infestations 
SIMPLY—SAFELY—EASILY with 


mK «aia 


om, 


Caton 


Clinical Sample and Literature available on request. 


A 
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coma. PARAZINE is a pleasant tasting, non-alcoholic, non- 
ey) staining, unusually effective syrup. Recent clinical 
work substantiates earlier observations as to the ef- 
fectiveness of PARAZINE against Ascaris and Ente- 
robius infestations. Administration is both simple and 
safe. Fasting, involved dosage schedules, purges or 
enemas are not necessary. Convenient, economical, 
liquid dosage form is acceptable to all age groups. 


Supplied in 4 oz., pint and gallons at pharmacies everywhere. 
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Plainwell 


Sanitarium 


PLAINWELL, MICHIGAN 
Member American Hospital Association 
EDWIN M. WILLIAMSON, M.D. 
Psychiatrist-in-Chief 


Professional care for the nervous 
and mentally ill. 


Telephone 2841 





Restful Six-acre Estate Overlooking the Kalamazoo River 
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PLACED BY MICHIGAN 
HEALTH COUNCIL 


Name 


Robert E. Landick, M.D. 
Richard Meinke, M.D. 
Duane Smith, M.D. 
Robert E. Power, M.D. 


ASSISTED BY MICHIGAN 
HEALTH COUNCIL 


Vernon L. Weeks, M.D. 
Jack Grommons, M.D. 


OTHER LOCATIONS 
(From Newspaper Clippings) 


A. N. Morris, M.D. 
Henry T. Johnson, M.D. 
William J. Dinnen, M.D. 


Opens 
Practice in 
Charlotte 
Morley 
Brown City 
Cheboygan 


Dundee 
Durand 


Port Huron 
Lansing 


Port Huron 


DOCTOR LOCATIONS—JANUARY-FEBRUARY-MARCH, 1955 


Approximate 
Date 
December 1 
February 1 
February 1 
February 1 


January 1 
February 1 


February 1 
February 1 


February 1 


From 

Saginaw 

Eaton Rapids & Military Service 
Military Service 

Mackinac Island 





Monroe 


Mt. Pleasant o— 


Boston, Mass. 
Military Service 
Detroit 








Gnvest in Government. Bonds 












PM aga 





No practice is too small—no group too large 


to benefit from PM's management experience 


WRITE OR CALL FOR INFORMATION 


Ull| peor es stoma. 

| *MANAGEMENT 
DETROIT 

Affiliated Offices in Other Cities 


“WHY TAKE CHANCES” 


Security Bank Building — Battle Creek 
SAGINAW — GRAND RAPIDS 
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GINGER ALE 





Recommended by Eminent Michigan Physicians 
e 


FLAVOR MELLOWED 4 YEARS IN WOOD 





; | 
| Developed by Michigan’s First Registered Pharmacist 
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The HAVEN SANITARIUM, Inc. 


Rochester, Michigan 








M. O. WOLFE, MLD. 


A psychoanalytically oriented hos- 
Director of Psychotherapy 


pital for the diagnosis and treat- 








JOHN D. WHITEHOUSE, MD. ment of nervous and mental illness. 
Clinical Director Approved by AMA. 
GRAHAM SHINNICK Member of American and Michi- 
Manager gan Hospital Associations. 












Telephone: OLive 1-944] 
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THE 
MEDICAL PROTECTIVE 
COMPANY. 


ForT WAYNE: INDIANA 











PROFESSIONAL PROTECTION 
EXCLUSIVELY 
SINCE 1899 





lace DETROIT Office: 
oo George A. Triplett, Representative 
1009 Cadieux Rd., Grosse Pointe Park 


| - Richard K. Wind, Representative 
17370 Beechwood, Birmingham . | 














Telephone WO 3-2664 








THE DOCTOR'S LIBRARY 














SAMMOND PLEASANT LODGE 


Offers to the elderly and chronically ill 


Peace and quiet. Freedom of a large and richly 
furnished home and acres of lawns and wooded 
rolling grounds, scientifically prepared tasty 
meals, congenial companionship. A real 


"Home away from Home” 


Appreved by the American Medical Association 
and Michigan State Department of Social Wel- 
fare—Highly recommended by members of the 
Medical Profession who have had patients at 
the Lodge. 


For further information write to: 


SAMMOND PLEASANT LODGE 


124 West Gates Street 


Romeo, Michigan 
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Acknowledgment of all books received will be made in this column, 
and this will be deemed by us as full compensation to those 
sending them. A selection will be made for review, as expedient, 





THE ROLE OF THE PITUITARY IN CANCER, The 
Clinical Value of Pituitary Lipid Treatment. By 
Henry K. Wachtel, M.D. New York: The William. 
Frederick Press, 1954. Price $2.00. 


ANNUAL REPORT OAKLAND COUNTY DEPART- 
MENT OF HEALTH, 1953. Published in 1954. 


THE CITY OF HOPE. By Samuel H. Golter. New 
York: G. P. Putnam’s Sons, 1954. Price $3.50. 


CLINICAL ORTHOPAEDICS. By Anthony F. De- 
Palma, Editor-in-Chief, with the assistance of the 
Associate Editors and the Board of Advisory Editors. 
Number Four. Philadelphia, London, Montreal: J. B. 
Lippincott Company, 1954. Price $7.50, sustaining 
$5.00. 


FRACTURES IN CHILDREN. By Walter Putman 
Blount, A.B., M.D., F.A.C/S. Chairman of the Ortho- 
paedic Section, Milwaukee Children’s Hospital. At- 
tending Staff Surgeon, Columbia Hospital, Johnson 
Emergency Hospital, Milwaukee; Consulting Staff, 
Milwaukee County Hospital; Member of the American 
Orthopaedic Association, American Academy of Ortho- 
paedic Surgeons, Société Internationale de Chirurgie 
Orthopedique et de Traumatologie; Honorary Mem- 
ber, Deutsche Orthopadische Gesellschaft. Baltimore: 
By Williams and Wilkins Company, 1954. Price 

9.50. 


Fractures in children many times present very special 
problems not covered in the usual texts on fractures. 
These fractures present an entirely different aspect. Dr. 
Blount, from our neighboring state, Wisconsin, has con- 
solidated experiences of some twenty years at the Mil- 
waukee Children’s Hospital. He has given unusually 
clear and exact discussions, and embellishes his work 
with many very good pictures, roentgenograms, x-ray 
positions, and live drawings and sketches. The illustra- 
tions are tops, the type clear, large and easily readable. 
We like the book. 


THE MICROPHYSICAL WORLD. By William Wilson, 
Ph.D. (Leipzig), D.Sc. (London), F.R.S. Fellow of 
King’s College, London, and Professor Emeritus of 
Physics in the University of London. New York: 
Philosophical Library, 1955. Price $3.75. 


This pocket-size book is a very interesting exposition 
of the small things of the world, atoms, energy, light, 
electrons. It contains many formulae. The last chapter 
“inside the nucleus” is a postgraduate course in nuclear 
physics. 


In the majority of cases, malignant melanoma of the 
eye is a primary, single unilateral lesion. Treatment will 
always consist of enucleation of the eye, sometimes 1n 
combination with postoperative x-ray therapy to the 


orbit. 
* « « 


The prognosis of patients with malignant melanoma 
of the eye is considerably better than for melanomas 
elsewhere in the body. 
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